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premium cover space to illustrate 

an editorial feature. The editors believe 
that Mr. Nixon’s article, based on 

a recent speech, deserves this accolade. 
Published exclusively here, it is commended 
by the editors to each of the more 
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Mr. William Mundy, president 
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the first complete | 
physiologic regulator of 
female cyclic function 


ENOVID 


(srawo OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL erwer) 

The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual- endometrium (“‘pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during Enovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dys:unction. 
Cyclic therapy with Enovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose ENovip is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 
in a state of physiologic rest and there is no 
impairment of subsequent fertility. 


3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, vaginitis) , 
travel, forthcoming marriage, or pressing busi- 
ness or professional engagements. 


4. Threatened abortion. Continuous 
ENovip treatment provides balanced hormonal 
support for the endometrium in threatened or 


habitual abortion. 


5. Endocrine infertility, ENovip has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 
6. Endometriosis. Continuous therapy with 
ENovip corrects endometriosis by producing a 
pseudodecidual reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 


The basic dosage 

Basic dosage of Enovin is 5 mg. daily in 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during Enovip therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


Research in the Service of Medicine 


From the beginning, woman has been a vassal to the temporal demands—and frequently the 
aberrations—of the cyclic mechanism of her reproductive system. Now, to a degree heretofore 
unknown, she is permitted normalization, enhancement, or suspension of cyclic function and 
procreative potential. This new physiologic control is symbolized in an illustration borrowed 
from ancient Greek mythology—Andromeda freed from her chains. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Abdominal Aortic Aneurysms: Comparative Blood 
Pressure in Arm and Thigh as Diagnostic Aid. 
JOHN A. SPITTEL, JR., M.D., EDGAR A. HINES, 
JR., M.D. and JOHN W. KIRKLIN, M.D. The 
differential diagnosis of an abdominal aneurysm 
from other conditions is aided by taking com- 
parative blood pressures in the arm and thigh. 


Immediate Mobilization of Certain Ligamentous 
Injuries of the Knee. HANS KRAUS, M.D., 
JESSE W. MAHONEY, M.D. and SONYA WEBER, 
p.sc. The combined use of surface anesthesia 
and early mobilization produces excellent results 
as shown in the analysis of the treatment of 
208 knee injuries. 


Some Commonly Encountered Economic Poisons. 
LuioypD S. RALSTON, M.D. Many chemical poi- 
sons, which can produce severe poisoning in 
man, are now used widely in industry, agri- 
culture and the home. Prompt recognition of the 
poison involved is necessary for treatment. 


Nutritional Considerations in Liver Disease. 
MAuvRICE E. SHILS, M.D. The fundamental 
problems concerned with the treatment of liver 
disease, particularly in alcoholics, are described 
in detail, together with a rational basis for 
therapy. 


Cor Pulmonale. M. IRENE FERRER, M.D. and 
R&JANE M. HARVEY, M.D. Successful treat- 
ment of cor pulmonale depends on a clear knowl- 
edge of basic patho-physiologic mechanisms. 


The Male Homosexual and Venereal Disease. 
JOHN D. F. TARR, M.D. Venereal disease, 
particularly syphilis, is on the increase. The 
male homosexual is shown to be an important 
vector in the spread of early infectious syphilis. 


ARTANE helps restore a significant degree of function to the Parkinsonism patient. It 
also improves akinesia, offsets mental depression and controls oculogyria. ARTANE has 


remarkably low toxicity and is well suited for the 

greatest number of patients. It is highly effective 

in all types of Parkinsonism, and in controlling 

Parkinsonoid reactions to ataractic therapy. Sup- 

plied: Tablets, 2mg.and 5 mg.; Elixir,2mg./5cc. tsp. Trihexyphenidy! HCI Lederle 


Request complete information on indications, dosage, precautions and contraindica- 
tions from your Lederle Representative or write to Medical Advisory Department. 


QD LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N.Y. 
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Publisher’s Memo 


BEFORE a pharmaceutical firm can market a new 
product, it must prove, to the scrutinizing satisfac- 
tion of the FDA, that the product issafe and effective. 
We’re in complete accord with these common-sense 
requirements. However, if Senator Kefauver has his 
way, the drug company will also have to show that 
the new product is better, i.e., more effective than 
any other product of its kind. We view this as being 
impossible to establish and we agree with Mr. 
Richard Nixon’s view of the Kefauver-Celler bill. Said 
Mr. Nixon: “It makes no sense at all.” (See page 165.) 

If Kefauver really believes that what’s good for 
the goose is always good for the gander, then he 
must also believe that there’s no difference between 
a@ goose and a gander. Every physician knows the 
antihistamine that helps Mrs. Smith only makes Mrs. 
Jones sleepy. Which one, then, is better? The same 
can be said for dozens of other pharmaceutical prod- 
ucts but the fact remains that only the physician in 
active practice can make intelligent decisions. We 
are reminded by Mr. G. F. Roll, director of public 
relations for Smith Kline & French Labegatories, 
that medical ‘‘experts’”’ once rejected Jenner’s small- 
pox vaccine and Pasteur’s anthrax vaccine. 

If the Kefauver approach were extended to other 
industries, we’d have total economic chaos. Would a 
manufacturer spend hundreds of thousands of dollars 
on a new automobile engine if he thought some 
bureaucrat in Washington might say, “I don’t think 
it’s any better than your competitor’s engine— 
scrap it’’? 

We believe incentive and reward help make the 
wheels go around. Remove either or both ingredients 
and you create a sterile, lifeless economy. We already 
pay people to sit on their hands, let’s not start 
penalizing an industry that strives constantly to 
come up with new and better life-saving products. 

We’ve pointed out before that Kefauver’s after 
headlines. He’s found a whipping boy that serves his 
purpose and he won’t put down the whip until he 
has squeezed out every drop of vote blood. We have 
never been convinced that political gain is not his 
only motive. Unlike the pharmaceutical industry, he 
has no competition. He doesn’t have to compete 
with another monopoly subcommittee—one that 
could easily be “better” or “‘more efficacious.”’ 

—M.F.C. 
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AVAILABLE IN POTENCIES: 


MILPATH-400—Yellow, scored tablets 
of 400..mg.. Miltown, (meprobamate) 

and 25 mg. tridihexethyl chloride. Bot- _ 
tle of 50. Dosage: 1 tablet tid. atinéal- 
time and 2 ap 

MILPATH-200—Yeliow, coated tablets 
of 200 mg. Miltown (meprobamate) 
and 25 mg. tridihexethyl chloride. Bot- 
tle of 50. Dosage: 1 or 2 tablets t.i.d. at 
mealtime and 2 at bedtime. 
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IN GASTROINTESTINAL 
DYSFUNCTION 


Milpath helps you provide 
care of the man, rather than 
merely his stomach: 


acts quickly to suppress 

hypermotility, hypersecretion, 

spasm and pain... alleviate anxiety and 
tension with minimal side effects. 


Milpath 


®Miltown +- anticholinergic 
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You can see from its shape how a Curity 
Rib Nipple fits into the corners of a baby’s 
mouth. This reduces air swallowing, so 
there’s less burping, less spitting up, and 
less chance of colic. 

Feeds far more uniformly. The new Curity 
Rib Nipple is made with extreme preci- 
sion, to deliver a uniform flow of formula 
nipple after nipple. And, as you know, 
this is extremely important for trouble-free 
feeding during the crucial first six weeks. 


Hospitals report on special problems. Two 
years of tests on sluggish eaters, prema- 
ture babies and cleft palate cases showed 
a marked improvement in eating habits. 
Subsequent trials in the home showed 
mothers preferred the Rib Nipple 2 to 1 
over regular nipples. 

Complete nurser components also avail- 
able, including Caps, Discs, Overcaps, and 
‘“‘Sure-Grip”’ bottles. 


H e Ds solve 


y's MOUTH! 


Reduces air swallowing 
—won't collapse or bite shut 


Ordinary nipple lets 
air in at corners, is 
easily pinched shut by 
biting. May frustrate 
baby with collapsing 
and clogging. 


NIA 


Curity Rib Nipplefills 
out mouth from cor- 
ner to corner—hollow 
side ribs seal out air, 
assure steady milk 
flow. Won't bite shut. 


THE K EN DALL company 
BAUER & BLACK DIVISION 


Curity Rib Nipple 
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EXECUTIVE DIRECTOR’S 


Newsletter 


SEPTEMBER, 1961 


SIGNIFICANT EVENTS 


Calls Kennedy 
Bill “Unsound” 


Says HR 4222 
Similar to NHS 


Political Action 
Groups Organized 


> Perhaps the wisest words spoken during recent hearings on 
President Kennedy's social security health care bill came 
from Rep. Bruce Alger (R-Tex.) who told AFL-CIO President 
George Meany that it would be wrong to stack one unsound 
plan (compulsory health insurance) on top of another un- 
sound plan (the social security system). Earlier, HEW 
Secretary Ribicoff tried to convince the House Ways and 
Means Committee that the Kennedy bill is a "fair answer" and 
a "conservative solution" to health care problems of the 
aged. It seems unlikely that any committee member would buy 
this package. 

Testifying for the AAGP, Dr. James A. Blake, Hopkins, 
Minn., pointed out that the Kennedy bill (HR 4222) would 
result in over—utilization of health care facilities. Dr. 
Blake is a member of the Academy's Commission on Legislation 
and Public Policy. 

Opposition to HR 4222 also came from the AMA, the American 
Hospital Association, the United States Chamber of Commerce, 
two specialty societies and seven state medical associa— 
tions. Groups testifying in favor of the bill included, as 
always, the AFL-CIO, the American Nurses Association and the 
Group Health Association of America. 


> Lloyd E. Larrick, M.D., president of the Greater Cincin- 
nati Hospital Council, told the Ways and Means Committee 
that since Britain launched its socialized medicine scheme 
in 1948, hospital construction has approached the vanishing 
point. He added that 45 per cent of the hospitals in Great 
Britain were built prior to 1891. 

Dr. Larrick also said that the National Health Service 
has made the general practitioner low man on the medical 
totem pole. Under the British system, a general practi- 
tioner may not follow his maternity patient into the 
hospital and has no voice in the selection of a specialist. 


> Former AMA President Gunnar Gundersen, LaCrosse, Wis., 


will head a bipartisan, voluntary, nonprofit political 
action group s supported by, but not part of, the AMA. The 


new group, known as the American Medical Political Action 
Committee, will "guide, assist and encourage" physicians at 
the state and local levels to develop year-round political 
action programs. 


Executive Director’s 


Newsletter 
Dixon and FTC > Paul Rand Dixon, former chief counsel and hatchet man for 
Launch Attack Senator Kefauver's antimonopoly subcommittee and now chair— 


man of the Federal Trade Commission, has unleashed a long 
expected barrage aimed at the drug industry. Last week the 
FTC ordered 37 major pharmaceutical manufacturers to 
furnish, within 45 days, detailed price information plus 
label copy and advertising. Also demanded; complete in- 
formation on dollar sales volume, type and size of sales 
force and a breakdown of advertising and sales promotion 
expenditures. 

Simultaneously, the Justice Department filed antitrust 
complaints against three of the largest antibiotic manu— 
c facturers. The president of Chas. Pfizer & Co., Inc., one of 
me the three firms, promptly said that the charges are "pos— 
ie itively not true." Mr. John E. McKeen added that Pfizer is 
; not guilty of price fixing, restraint of trade or monopoli- 
zation. For Mr. Richard Nixon's view of the Kefauver—Celler 


a bill, see page 165. 
Bar Association >» The food, drug and cosmetic division of the American Bar 
Hits Drug Bill Association, meeting in St. Louis, took an appropriately 


legal swipe at the Kefauver—Celler bill. The adopted reso-— 
= lution points out that the bill would put the pharmaceutical 
os industry under special antitrust and patent laws which 
would not be general statutes. The resolution adds that the 
bill would also "unduly, improperly and unjustly" interfere 
with the doctor-patient relationship and throttle or impede 
the marketing of "new and useful drugs." 


Osteopaths End > The American Osteopathic Association's House of Delegates 

Talks with AMA has _(1) called a halt to conferences with the AMA and (2) 
denounced the California merger as "betrayal." No further 
conferences will be held until the AMA proves, to the 
satisfaction of the AOA, that it does not intend to "destroy 
osteopathy." 

At its recent Chicago meeting, the AOA also raised its 

annual dues (from $75 to $100) to fight AMA "encroachment." 


The association also amended its constitution to make AOA 
membership mandatory for all members of state osteopathic 
groups. ——M.F.C. 
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for the ambulatory patient, too — 


Relief from the 

discomfort of 
flatulence due to 
intestinal atony 


WARREN-TEED 


ILOPAN.- CHOLINE 
The successful use of parenteral ILOPAN, in thou- “Cablle— 


sands of hospitals, for prevention and relief of post- 
surgical retention of flatus and feces, has brought 


demands for similarly effective medication for ambu- 


latory patients — those suffering from intestinal atonia tains Hopan (brand of d-panto- 
and/or gas retention, as such or as complications of ee 
geriatric problems, gastric hyperacidity, gastritis, preg- INDICATIONS: Gas retention in 
nancy, irritable colon, ureteroenterostomy, regional Se eee” tract 
ileitis, splenic flexure syndrome, infectious hepatitis, 
cholecystitis. times daily. Three tablets three 
times daily in severe cases. 
To ILOPAN (brand of d-pantothenyl alcohol) which pe Lorri Bottles of 100 


aids formation of coenzyme A (essential to acetylation 
of choline) has been added Choline, the parent sub- 
stance of acetylcholine (necessary for gastrointestinal 
tonus). Effectiveness? — 90% in three independent 
clinical evaluations of patients of all ages from 20 
to 80! And safe. = 


@ARREN-TEED 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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iron infancy 
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A STEADILY DIMINISHING RESERVE 


When blood formation is resumed at 2 to 3 months of life, ‘“‘the iron reserve again is 
utilized and supplies the needs for blood formation until age 6 months when stores 
again are exhausted. In absence of exogenous iron, a second fall in hemoglobin mass 
will occur as demands for tissue iron continue with growth." 


CHANGES IN IRON COMPARTMENTS OF THE AVERAGE TERM INFANT DURING THE FIRST YEAR? 


storage 
iron 


Hgb iron — mig 


“Iron deficiency . . . may occur during later infancy, even if the diet seems fairly 
adequate. . . . Even babies with excellent diets and adequate hemoglobin concen- 
tration show many indices of iron depletion.’” 


IRON DEPLETION PREVENTED 
WITH SOLID FOODS AND 


® 12 mg of ferrous 
IMILAC WITH 
of feeding 


Feeding the usual diet of solid foods and Similac With Iron assures a total iron intake 
of at least 1.5 mg/kg body weight daily. This is the level recommended? for meeting 
current growth needs during the first year and for providing stores to prevent the 
common second-year depletion. 


A group of infants fed Similac With Iron did not develop iron deficiency.* Among 74 
healthy term infants and 42 prematures fed Similac With Iron and two control feed- 
ings, it was found that: 


“The infants fed... [Similac With Iron] had higher values for hemoglobin, hematocrit 
and serum iron after 3 to 34% months of age, and these values continued to be 
significantly higher during the 9-month period of observation.'’* 


following the first formula... 1. Schulman, 1: J.A.M.A. 
175:118 (Jan. 14) 1961. 

by 4 months of age 2. American Academy of 

or by 14 pounds in weight 
(Oct.) 1960. 3. Marsh, A. K., 


ROSS LABORATORIES, Columbus 16, Ohio et al.: Pediatrics 24:404 
(Sept.) 1959. 
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This fall, 25 men and women will start a new six- 
year program of undergraduate and medical 
training at Northwestern University. Those se- 
lected will take two years of premedical work in 
the liberal arts department (stressing the basic 
sciences), then enter medical school. 


Po A Denver manufacturer 
offers knocked-down 
vacation homes, sold by 
packaged parts, ranging 
from $2,500 if you as- 
semble it yourself to 
$4,000 if you need help. 
Included are packaged 
plumbing, heating and 
wiring systems, fire- 
place, wall paneling and 
packaged fixtures. The 
largest has two bed- 
rooms on the lower 
level, plus a sleeping 
balcony. 


For stereophonic sound lovers: The first stereo 
FM adapter is on the market and can be attached 
to your FM radio. Priced at $69.95, the adapter 
has a control knob that permits variation in 
stereo separation all the way from monaural 
sound to full stereo and is equipped with a spe- 
cial noise filter for fringe areas where reception 
and separation are usually poor. It is manufac- 
tured by Crosby Electronics. 


“Teach yourself” albums 
are making record sales 
soar. In addition to for- 
eign language courses, 
there are records on 
teaching dogs to hunt, 
point and retrieve; skin 
diving, and telling child- 
ren the facts of life. 
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Quantum Sufficit 


Philadelphia County Medical Society members 
recently reversed an action by the society’s 
board of directors which said that osteopaths 
would be recognized for professional collabora- 
tion and for practice in physician-staffed hos- 
pitals. 


Hay fever sufferers may soon be able to drive in 
comfort with an ionizer device for auto air con- 
ditioners. The idea came from studies showing 
that the addition of negative ions to the air in a 
car stimulates the filtering components in the 
human respiratory system. 


Recently patented: A © / 
tire-inflatingdevicethat 
fixes flats on the road. 

To be marketed by Liq- 

uid Glaze, Inc., under 
the name “Spaire,’”’ the 
container holds a lique- 
fied gas, rubber plasti- 
cizer and carbon diox- 
ide under pressure. The 
motorist attaches a hose 

to the tire valve, inverts 

the container, turns a 
handle to open the sup- 

ply line. 


President Kennedy has sent Congress drafted 
legislation to establish a National Institute of 
Child Health and a National Institute of Gen- 
eral Medical Sciences, both to operate under the 
National Institutes of Health. 


Disposability is the new key word in selling. 
Latest product on the throw-away market: Dis- 
posable sleeping bags. Bemis Bags makes them 
of cellulose wadding sandwiched between layers 
of water-resistant crepe paper, sells them for 
$2.98 plus shipping costs. If treated with “‘rea- 
sonable care,” the bags can be used several times. 
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“inside look” at a 
remarkable 
advance 
in topical steroid 
therapy 


The unique base, Veriderm, com- 
bined with the outstanding anti- 
inflammatory steroid, Medrol, 
provides effective treatment of 
dermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
approximating the composition of 
normal skin lipids, and Medrol 
Acetate, the highly efféctive, 
dependable corticoid. 


Topical use of Veriderm Medrol 
Acetate produces symptomatic 
relief and objective improvement 
of dermatoses, and at the same 
time aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
tate, less greasy than an ointment 
and less: drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermiatitis, anogenital pru- 
ritus, and allergic dermatoses. 
formulations: Veriderm Medro!l Acetate 


Available in four 
0.25% — Each gram contains: Medrol ( methyiprednisolone) 


Acetate 2.5 m; 
zoate 3 mg; in a Skin lipid base composed of saturated and 


lesterol; high-molecular-weight alcohol; with water and 
aromatics. (Veriderm Medrol Acetate 1% is coe available.) 
For ies infection: Veriderm Neo- 
Medro! Acetate 0. gram contains: {meth- 


com- 
osed of saturated and unsaturated free fatty ecids; 
trigtycerol and other enters fatty acids; Saturated a 


we aicohol; with water and aromatics. (Veriderm Neo- 
Medro! Acetate 1% is also available.) 
Administration: After careful cleansing of the affected skin 
to minimize the possibility of smali 
mount of either Veriderm Medroi Acetate or Neo-Medrol 

Acetate is applied and rubbed gently inte the involved areas. 
Application should be made initiatly one to three times daily. 
Once contro! is achieved — usually within a few hours — 
frequency fo application should be be reduced bes oe minimum 
neces: meg Bey: 0 avoid relapses. The 1% pre ion is recom- 
mended for beginning treatment and the 25% Preparation 


for maintenance ee 
cont i of Veriderm Medrol Ace- 
in 


tate or Neo-Medrol ~ 
of the skin and in othe: cutaneous infections for which an 
effective antibiotic or apeutic agent is not avail- 

able fo: simultaneous application. 
These preparations are. usually well tolerated. However, if 
signs of irritation or sensitivity should 
should be discontinued. se bacterial infection s' 

luring the course of therapy, appropriate local or systemic 
therapy should be instituted. 

Supptied in 5 Gm. and 20 Gm. pre 


Veriderm 


Medrol 


Acetate 


Neo-Medrol 


Acetate 
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Cocktails in a hurry: Canned vodka drinks ap- 
pear in Florida. Slated for national distribution, 
the drinks come in 6-o0z. cans (114 oz. vodka 
plus mix), sell for 49 cents. 


Tired of putting up the 
convertible top each 

, time you leave the car? 

/ ¥ For $39.95, you can get 
an electronically oper- 
ated sensing device that 
automatically closes the 
top if it rains or if 
there is a heavy dew. 


In contract talks with General Motors, the Unit- 
ed Auto Workers Union has asked that the com- 
pany pay the full cost of hospital-medical 
insurance for its 335,000 active and retired 
workers. The company (which now pays half the 
cost of medical care plans) estimates this demand 
would cost $86 million a year. 


In the near future, you can cool your car for 
about one-tenth the cost of a regular auto air 
conditioner. Recently developed by a Canadian 
firm, the new car cooler is said to operate on the 
principle that expanded air is cooler air. The unit 
can be installed under the dashboard and will 
work on a 12-volt battery. 


Scentsational news for 
the male wardrobe: 
Neckties impregnated 
with strawberry, pine- 
apple, cut grass, copper, 
leather and blue grape 
perfume. Patterned to 
match the odor (suit- 
cases on a leather-scent- 
ed tie), Countess Mara’s 
latest whims sell for 
$12.50 each. 
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Gasoline prices are due to climb on the East 
Coast because of the recent maritime strike. — 
Many refiners were forced to curtail operations, 
and most of the inventory cut came on the coast, 
which depends heavily on water transport for 
supplies. 


Credit account customers of Spiegel’s, Inc., a mail- 
order firm, can now get prescriptions filled by 
mail on a “nonprofit” basis. The company’s fall 
catalogue announces this new service but notes 
that no orders will be filled for narcotics or bar- 
bituates. 


Now there’s a book to 
teach patients the fine 
art of the self physical 
examination. Adver- 
tised as “do-it-yourself 
health care,’’ The Over- 
50 Health Manual is 
written by James D. 
Lally, M.D. Additional 
sales pitch: “Such sound 
medical advice can help 
reduce the need for fre- 
quent visits to the doc- 
tor by the oldsters in 
your family.” 


Nearly $1 billion a year is spent on construction 
of hospitals, nursing homes and other health 
facilities in this country. Fifty-eight per cent of 


_ the necessary funds comes from private sources, 


25 per cent from state and local governments and 
the remaining 17 per cent from the federal 
government. 


The net asset value per share of the mutual fund 
in the AAGP Group Retirement Plan was $5.82 
at the close of the business day, August 15. 
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“_. has a more prompt, more potent and more prolonged 
effect than the vitamin K analogues... . Its reliability in 
treating undue hypoprothrombinemia from anticoagulant 
therapy is of particular importance. [Mephyton] can be 
depended on to reverse anticoagulant-induced hypopro- 
thrombinemia to safe levels whether bleeding is only 
potential or actually has occurred.” 


Council om Drugs: New and Nonofficia! Drugs, 
Phitadeiphia, J. B. Lippincott Co., 1959, p. 661. 


Supply: Tablets 5 mg.; bottles of 100. Emulsion, 1-cc. ampuls 
containing 10 mg. and 50 mg. per cc.; boxes of 6 ampuls. 


REPHYTON (8 A TRADEMARK OF MERSK & INC. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 
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when allergy looms large in Ge ife of your patient... 


BENADRYL provides a twofold therapeutie ap 


lay of distressing symp- 
toms of vasomotor rhinitis. g ANTHHISTAM sneezing, 
nasal blockage, and rhinorrhea. ANTISPASMODIG: Cc upencurrent relief of 
any associated bronchial or gastrointestinal spasm: 
BENADRYL Hydrochloride (diphenhydramine hydrochloride; Pa 
including: Kapseals® of 50 mg.; Capsules*of 25 mg.; Emplets® a 
solutions: 1-cc. Ampoules, 50 mg. per 10- and 30-ce. Steri-Viz cc, | 
2% Ointment (water-miscible base); ae of 50 mg. BENADRYDaEEETOr i ih -25 mg, ephedrine _ 
sulfate. Precautions: Avoid subcutaneous or perivascular injection dosage greater.t 
100 mg. should be avoided, particularly in hypertension and cardiac disaite Products containing :ENADRYL 
should be used cautiously with-hypnoties or Other sedatives; if atropings 
like effects are undesirable; or if the patient engages i in activities Davis | 


BENAD 


antihistaminic-antispasmodie 


in a variety of forms 
Pot 50 mg.; in aqueous 


DAVE & COMPANY, Detrot 32, Michigan 
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THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 
President, FLOYD C. BRATT, M.D. 

833 South Ave., Rochester, N.Y. 
President-elect, JAMES D. MURPHY, M.D. 
1556 W. Magnolia, Ft. Worth, Tex. 

Vice President, PAUL S. READ, M.D. 
2415 Fort St., Omaha, Neb. 
Chairman of the Board of Directors, 
JULIUS MICHAELSON, M.D. 
Foley, Ala. 
Treasurer, ALBERT E. RITT, M.D. 
1562 University Ave., St. Paul, Minn. 


Executive Director and General Counsel, MAc F. CAHAL, J.D. 


Volker Blvd. at Brookside, Kansas City, Mo. 
Speaker of the Congress of Delegates, 
CARROLL L. WITTEN, M.D. 

2287 Taylorsville Rd., Louisville, Ky. 
Vice Speaker of the Congress of Delegates, 

LEwIs W. CELLIO, M.D. 

1269 Grandview Ave., Columbus, Ohio 


Directors 


Terms to Expire 1962: 
JOHN O. MILLIGAN, M.D. 

1120 Boylston Ave., Seattle, Wash. 
DANIEL M. ROGERS, M.D. 

2 Cherry St., Wenham, Mass. 
HERBERT W. SALTER, M.D. 

4900 Euclid Ave., Cleveland, Ohio 
Terms to Expire 1968: 
DONALD H. M.D. 

720 Bankers Trust Bldg., Des Moines, Ia. 
JULIUS MICHAELSON, M.D. 

Foley, Ala. 
WALTER W. SACKETT, JR., M.D. 

2500 Coral Way, Miami, Fla. 
Terms to Expire 1964: 
HERMAN E. DRILL, M.D. 

23 Ninth Ave., S., Hopkins, Minn. 
LELAND S. EVANS, M.D. 

217 W. Court Ave., Las Cruces, N.M. 
Amos N. JOHNSON, M.D. 

Garland, N.C. 


JOHN G. WALSH, M.D., ex officio 
2901 Capitol Ave., Sacramento, Calif. 
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National Offic 
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Commissions and Committees 


(Italics denote new appointees. ) 


Executive Committee: Julius Michaelson, M.D., Chairman, 
Foley, Ala.; James D. Murphy, M.D., 1556 W. Magnolia, 
Ft. Worth, Tex.; Albert E. Ritt, m.p., 1562 University 
Ave., St. Paul, Minn.; Paul S. Read, M.D., 2415 Fort St., 
Omaha, Neb. 


Finance Committee: Albert E. Ritt, M.pD., Chairman, 1562 
University Ave., St. Paul, Minn.; Burt L. Davis, M.D., 701 
Channing Ave., Palo Alto, Calif.; Robert A. Price, M.D., 
8602 N. 15th Ave., Phoenix, Ariz. 


Publication Committee: Daniel M. Rogers, M.D., Chair- 
man, 2 Cherry St., Wenham, Mass.; Charles G. Bryant, 
M.D., 1169 Eastern Pkwy., Louisville, Ky.; John C. Ely, 
M.D., E. 10706 Sprague Ave., Opportunity, Wash.; Albert 
S. Dix, M.D., 108 N. Catherine St., Mobile, Ala.; Paul J. 
Seifert, Jr., M.D., 509 California, Libby, Mont.; Albert E. 
Ritt, M.D., ex officio, 1562 University Ave., St. Paul, 
Minn.; Arthur N. Jay, M.D., ex officio, 3400 N. Meridian 
St., Indianapolis, Ind. 


Commission on Education: Amos N. Johnson, M.D., Chair- 
man, Garland, N.C. 

Terms to Expire 1962: Roscius C. Doan, M.D., 1012 E. 
Central Ave., Miamisburg, Ohio; Joseph W. Crookshank, 
M.D., 210 S. Ryan St., Lake Charles, La.; J. Alison Cary, 
M.D. (deceased), 60 W. Keystone Ave., Morgan Hill, Calif. 
Terms to Expire 1968: R. Varian Sloan, M.D., Aina Haina 
Shopping Center, Honolulu, Hawaii; Leland S. Evans, 
M.D., 217 W. Court Ave., Las Cruces, N.M.; Francis L. 
Land, M.D., 4628 S. Calhoun, Ft. Wayne, Ind. 

Terms to Expire 1964: Cecil M. French, M.D., 389 W. 
Harris, San Angelo, Tex.; E. Chester Bone, M.D., 800 W. 
State St., Jacksonville, Ill.; J. Whitney Brown, M.D., 208 
Warren St., Needham, Mass. 


Academy Representatives on Residency Review Commit- 
tee: Francis L. Land, M.D., 4628 S. Calhoun, Ft. Wayne, 
Ind. (term expires 1962); Spencer York Bell, M.pD., 1826 W. 
Clinch, Knoxville, Tenn. (term expires 1963); Thomas A. 
Sappington, M.D., 612 W. Gordon, Thomaston, Ga. (term ex- 
pires 1964) 


Commission on Environmental Medicine: Herman E. Drill, 
M.D., Chairman, 23 9th Ave., S., Hopkins, Minn.; Asael 
Tall, M.D., 119 N. State St., Rigby, Ida.; Merrill M. Cross, 
M.D., 8248 Georgia Ave., Silver Spring, Md.; Gradie R. 
Rowntree, M.D., 70 Valley Rd., Louisville, Ky. 
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Commissions 
and Committees 


Commission on Hospitals: John O. Milligan, M.D., Chair- 
man, 1120 Boylston Ave., Seattle, Wash. 

Terms to Expire 1962: Jack M. Partain, M.D., 205 Camden, 
San Antonio, Tex.; Ralph E. Cross, M.D., 125 N.E. 8th St., 
Homestead, Fla.; Joseph S. Devitt, m.p., 944 N. Jackson 
St., Milwaukee, Wis. 

Terms to Expire 1963: Stanley A. Boyd, M.D., Medical 
Dental Bldg., Portland, Ore.; Leath D. Nelson, M.D., 
Washington Terr., Ogden, Utah; Robert O. Quello, M.D., 
Marquette Bank Bldg., Minneapolis, Minn. 

Terms To Expire 1964: Joseph J. Kaufman, M.D., 129 W. 
Miller St., Newark, N.Y.; A. Norton Donaldson, Jr., M.D., 
321 W. Washington Ave., Santa Ana, Calif.; Walter T. 
Gunn, M.D., 4617 Dahlia Ave., St. Louis, Mo. 


Commission on Legislation and Public Policy: Walter W. 
Sackett, Jr., M.D., Chairman, 2500 Coral Way, Miami, Fla. 
Terms to Expire 1962: James A. Blake, M.D., 15 9th Ave., 
S., Hopkins, Minn.; Robert E. Heerens, M.D., 1335 Charles 
St., Rockford, Ill.; Dudley M. Cobb, Jr., M.D., 8015 S. 
Vermont Ave., Los Angeles, Calif. 

Terms to Expire 1963: John W. Rice, M.D., 421 McNeal St., 
Jackson, Mich.; Jack C. Redman, M.D., 114 Oak St., N.E., 
Albuquerque, N.M.; Arthur L. Ludwick, M.p., 5 N. 
Wenatchee Ave., Wenatchee, Wash. 

Terms to Expire 1964: Carlos E. Fuste, Jr., M.D., 101 
Brennen Lane, Alvin, Tex.; Edward J. Kowalewski, M.D., 
115 N. 9th St., Akron, Pa.; Guy T. Vise, M.D., 2120 4th St., 
Meridian, Miss. 

Commission on Membership and Credentials: Donald H. 
Kast, M.D., Chairman, 720 Bankers Trust Bldg., Des 
Moines, Ia. 

Terms to Expire 1962: Seymour Fiske, M.D., 150 E. 71st St., 
New York, N.Y.; W. Mercer Moncrief, M.D., 756 Cypress 
St., N.E., Atlanta, Ga.; Joseph W. Telford, M.D., 3255 4th 
Ave., San Diego, Calif. 

Terms to Expire 1968: Herb L. Huffington, M.D., 123 S. 
2nd St., Waterville, Minn.; Clyde W. Miller, m.p., 132 N. 
Minnesota, Wichita, Kan.; Robert H. Tinker, M.D., 2250 
Lloyd Center, Portland, Ore. 

Terms to Expire 1964: Kenneth H. Beebe, M.D., 101 S. Divi- 
sion Ave., Sterling, Colo.; Edgar B. Morgan, m.D., 2708 
Frankfort, Louisville, Ky.; John Q. Adams, Jr., M.D., 2236 
Maple Ave., Zanesville, Ohio 


Committee on Scientific Assembly: Bernard P. Harpole, 
M.D., Chairman, 1920 N.W. Johnson, Portland, Ore. (term 
expires 1962) 

Eugene W. Peters, M.D., Chairman of Subcommittee on 
Scientific Exhibits, 18599 Lakeshore Blvd., Cleveland, 
Ohio (term expires 1962) 


20 


Terms to Expire 1963: Francis P. Rhoades, M.D., Macca- 
bees Bldg., Detroit, Mich.; Maynard I. Shapiro, M.D., 8911 
S. Chappel Ave., Chicago, II. 

Terms to Expire 1964: Raymond M. Kahn, M.D., 1523 W. 
Riverview Ave., Dayton, Ohio; Max E. Johnson, M.D., Medi- 
cal Arts Bldg., San Antonio, Tex. 

Amos N. Johnson, M.D., ex officio, Garland, N.C. 


Committee on Insurance: Herbert W. Salter, M.D., Chair- 
man, 4900 Euclid Ave., Cleveland, Ohio (term expires 
1964) 

Terms to Expire 1962: George E. Burket, Jr., M.D., Box 
273, Kingman, Kan.; Frank H. Green, M.D., 134 E. 2nd St., 
Rushville, Ind.; Peter J. Scafarello, M.D., 410 Asylum St., 
Hartford, Conn. 

Terms to Expire 1963: Norman F. Coulter, M.D., 1516 
Orange Ave., Orlando, Fla.; Daniel A. Tobin, M.D., 3968 
Jay St., Sacramento, Calif.; Richard P. Bellaire, M.p., 38 
Church St., Saranac Lake, N.Y. 

Terms to Expire 1964: Donald F. Bartley, m.p., 9 N. Han- 
son St., Easton, Md.; James D. Weaver, M.D., 3123 State 
St., Erie, Pa. 


Committee on Constitution and By-Laws: C. H. Stark, 
M.D., Chairman, 314 Paramount Bldg., Cedar Rapids, Ia.; 
Robert V. Broadbent, m.D., 601 Mill St., Reno, Nev.; 
Martin B. Pennington, M.D., 1008 Park Pl., Wilmington, 
Del.; J. Paul Nadeau, M.D., 91 Pine St., Lewiston, Me.; 
Wayne J. Benton, M.D., 2320 Battleground Rd., Greensboro, 
N.C.; Marshall O. Hart, M.D., 1228 S. Boulder, Tulsa, Okla. 


Committee on Medical Economics: Seigle W. Parks, M.D., 
Chairman, 102 Adams St. Fairmont, W.Va.; Julian K. 
Welch, M.D., 107 N. Lafayette Ave., Brownsville, Tenn.; 
Henning W. Mathiasen, M.D., 308 Bennett Bldg., Council 
Bluffs, Ia.; Glenn EL. Best, M.D., Main St., Clinton, N.C.; 
Joseph G. Gustafson, M.D., 1630 5th Ave., Moline, Ill. 


Liaison Committee with Council on Rural Health of the 
AMA: Asael Tall, M.D., Chairman, 119 N. State St., Rigby, 
Ida.; George W. Karelas, M.D., Newberry, Fla.; John B. 
Howell, Jr., M.D., 107 E. Peace St., Canton, Miss.; Robert W. 
Henderson, M.D., 405% Broadway, Bismarck, N.D.; Jose 
Alfonso Rivas, M.D., 122 N. Main, Belen, N.M. 


Mead Johnson Scholarship Award Committee: Elmer 
Ridgeway, Jr., M.D., Chairman, 3601 N. May Ave., Okla- 
homa City, Okla.; Ernest B. Flake, m.D., Medical Arts 
Bldg., Shreveport, La.; John E. Foster, M.D., Foley, Ala.; 
Sherman A. Thomas, M.D., 4301 48th St., N.W., Washing- 


Volume XXIV, Number 3 GP 


4 
| 
e 
= 
j 


ton, D.C.; Reginald F. DeWitt, m.D., 174 Main St., Ply- 
mouth, N.H.; Carl A. Walvoord, M.D., 4052 Grand Ave., 
Omaha, Neb. 


Ross Award Committee: Theodore J. Nereim, M.D., Chair- 
man, 333 Glen Way, Madison, Wis.; Katharine A. Chap- 
man, M.D., 3924 Baltimore St., Kensington, Md.; John C. 
Hagin, M.D., Drawer N, Miller, S.D.; Richard J. Kraemer, 
M.D., 2907 Post Rd., Greenwood P.O., Warwick, R.I.; 
Horace M. Whitworth, M.D., 301 E. Coffee St., Greenville, 
S.C. x 


Liaison Committee on National Defense: Merrill M. Cross, 
M.D., Chairman, 8248 Georgia Ave., Silver Spring, Md.; 
Glen S. Player, M.D., 1623 Queen Anne, Seattle, Wash.; 
John Wyatt Davis, Jr., M.D., 701 Euclid Ave., Lynchburg, 
Va.; Richard P. Fitzgerald, M.D., 222 S. Wilson, Casper, 
Wyo.; Ralph J. Lum, Jr., M.D., 601 Miramar Ave., San- 
turce, Puerto Rico; Edward H. Morgat, M.D., 8254 Buffalo 
Ave., Niagara Falls, N.Y. 


Committee on Occupational Health: Gradie R. Rowntree, 
M.D., Chairman, 70 Valley Rd., Louisville, Ky.; Earl F. 
Lutz, M.D., General Motors Bldg., Detroit, Mich.; Carleton 
R. Smith, M.D., 1101 Main St., Peoria, Ill.; R. A. Damiani, 
M.D., 5 Cooke St., Waterbury, Conn.; Samuel R. Deich, 
M.D., 170 Passaic Ave., Passaic, N.J. 


Committee on Mental Health: Leland S. Evans, M.D., 
Chairman, 217 W. Court Ave., Las Cruces, N.M.; Eugene 
I. Baumgartner, M.D., 25 Alder St., Oakland, Md.; Richard 
H. Gwartney, M.D., 1098 “D” St., San Bernardino, Calif.; 
Francis I. Nicolle, M.D., 1826 Foucher St., New Orleans, 
La.; B. Wheeler Jenkins, M.D., 1526 E. Upsal St., Phila- 
delphia, Pa.; Bertram B. Moss, m.D., 2010 W. Irving 
Park Rd., Chicago, Ill.; Rudolph F. Sievers, m.p., Blair 
Clinie Bldg., Blair, Neb.; John O. Milligan, M.p., 1120 
Boylston Ave., Seattle, Wash.; Robert I. Daugherty, M.D., 
191 N. Main St., Lebanon, Ore. 


Liaison Committee with Advisory Board for Medical 
Specialties: John G. Walsh, M.D., Chairman, 2901 Capitol 
Ave., Sacramento, Calif.; Malcom E. Phelps, M.p., 208 S. 
Macomb, El Reno, Okla.; Amos N. Johnson, M.D., Garland, 
N.C. 


Committee on 1962 Invitational Scientific Congress: John 
O. Milligan, M.D., Chairman, 1120 Boylston Ave., Seattle, 
Wash. (term expires 1962); Donald H. Kast, m.p., 720 
Bankers Trust Bldg., Des Moines, Ia. (term expires 1963); 
Amos N. Johnson, M.D., Garland, N.C. (term expires 1964) 
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Committee on 1962 State Officers’ Conference: Lewis W. 
Cellio, M.D., Chairman, 1269 Grandview Ave., Columbus, 
Ohio; C. Randolph Ellis, m.p., 1004 S. Main St., Malvern, 
Ark.; James T. Cook, M.D., Box 860, Marianna, Fla.; Mr. 
Marshall Brainard, Adviser, 1453 Louisa St., Jacksonville, 
Fla. 


State Chapter Editors’ Committee: M. B. Glismann, M.D., 
Chairman, 480 N.W. 12th St., Oklahoma City, Okla.; Daniel 
M. Rogers, M.D., 2 Cherry St., Wenham, Mass.; Robert M. 
Maul, M.D., 2704 W. 32nd Ave., Denver, Colo.; John W. 
Atkinson, M.D., 320 Huey P. Long Ave., Gretna, La.; Mr. 
Robert H. Herzog, Adviser, 2040 W. Wisconsin Ave., Mil- 
waukee, Wis.; Mr. Robert Wilson, Adviser, 1500 W. 3rd 
Ave., Columbus, Ohio. 
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WHEN YOU CHANGE your address, be 
sure to notify GP Circulation, preferably 
one month in advance. That way, you'll 
get every issue on time. Simply print your 
name, old address and new address on a 3c 

ostal card and send it to: GP Circulation, 

olker Boulevard at Brookside, Kansas City 
12, Missouri. 
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citrus... 
or non-citrus... 


the same /ligh natural vitamin C content 


in all 7 BiB juices 


ACEROLA — EXCLUSIVE WITH BiB 


Acerola juice is the richest known natural source of vitamin C.'? All 
BiB juices are standardized to uniform vitamin C potency with Acerola 
juice. Whatever type you specify — citrus or non-citrus — less than one 
ounce provides the established Minimum Daily Requirement (10 mg.) 
of this essential vitamin for infants. 


HYPOALLERGENIC — WELL TOLERATED 


BiB juices are hypoallergenic and well tolerated. Acerola juice also is 
hypoallergenic. In a clinical study, “No reactions occurred from inges- 
tion or from skin and intradermal tests with Acerola juice.”! Tolerance 
and hypoallergenicity extend even to BiB Orange Juice by reducing to 
negligible quantities, the peel oil and seed protein content — factors 
largely responsible for sensitivities and poor tolerance to this fruit.? 


EARLY TASTE-TRAINING 

The seven BiB juices—Orange, Apple, White Grape, Pineapple, Prune- 
Orange, Orange-Apricot, and Tomato—provide valuable “taste-educa- 
tion” for the infant. BiB juice is ready for instant use—no squeezing, no 
defrosting or reconstitution—all mother does is open the container and 
it’s ready for baby. “Micro-sized” for free flow through the bottle nipple 
—ideal for spoon or cup feeding too. 


References: (1) Asenjo, C. EF, and Freire de Guzman, A. R.: Science 103:219 
(Feb. 22) 1946. (2) Clein, N. W.: J. Pediat. 48: 140-145 (Feb.) 1956. (3) Ratner, B.; 
Untracht, S.; Malone, J., and Retsina, A.: J. Pediat. 43:421 (Oct.) 1953. MSHTY 
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Letters from Our Readers 


Unsigned letters to the publishers or the editors are ignored. However, the anonynuty 
of authors of letters published in this department will be preserved upon request. 


“Degree” of Worth 


Dear Sirs: 

During the very recent months, much has been 
said and written concerning the blending of oste- 
opathy and medicine. Personally, I fail to envision 
how a merger of this sort can be effected with any 
degree of concinnity by the members of the medical 
profession who stop and really think of this atrocity 
in its proper respect. 

In no way do I belittle the lot of osteopaths nor do 
I question the competency of the ‘‘modern’”’ schools 
of osteopathy. I hope our colleagues have sufficient 
intelligence to judge this for themselves. However, 
I consider the merger movement one of the most de- 
cadent, derogatory and tragic events in the long and 
respected history of medicine. 

What many apparently fail to see are the basic 
issues. I do not raise the issue as to whether the 
medical profession should “freely associate’? with 
those of osteopathy or whether they should be al- 
lowed admittance to practice in accredited medical 
hospitals. We must decide these things for ourselves 
after careful, considerate deliberation, and then voice 
our true opinion and not give a haphazard, ill-founded 
reply as many have done. 

What I do decry as the basic issue concerning the 
recent syncretism in California is the maneuver of 
allowing a man to replace the letters ‘““D.O.” with 
“M.D.” if he so desires. To usurp the alphabet is 
any man’s privilege, but the letters he so chooses is- 
NOT. When any group of individuals can take it upon 
themselves to pass a law allowing another man to be 
something he is not, they have far surpassed their 
rights as human beings in an intellectual society. 

To you who have so hard and diligently struggled 
for your respected, time-tested degree of medicine, 
I leave this thought—have you given any considera- 
tion to just what your diploma is now worth? 

BasiL M. RuDUwSKY, M.D. 
Wilkes-Barre, Pa. 
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Helpful in India 


Dear Sirs: 

Although I am not an active, dues-paying member 
while I am here in India as a missionary doctor, I 
very much enjoy getting GP. Its articles are very 
useful in practice out here and also helpful to Indian 
doctors on our staff. 

During 1960 we had a pediatric symposium at our 
hospital, with a medical college professor from Cal- 
cutta to help us out. Is there any way I could get a 
card for keeping up study records? When I return to 
practice in Minneapolis in August, 1962, I want to 
resume my active membership in the Academy and 
would like to keep my study record clear. 

KRISTOFER HAGEN, M.D. 


Superintendent 
Mohulpahari Christian Hospital 
Bihar, India 
Feverish 
Dear Sirs: 


In accord with the medical editor’s prediction, I 
want to disagree with Dr. Edwin Matlin’s thesis that 
fever “is not a normal response to illness in the sense 
that it is helpful.” For many years I was impressed 
with the more favorable course of most influenza 
patients who had a high temperature, and the pro- 
longed convalescence of those with low temperature. 

In 1944, Dr. Charles Reid, Jr. and I had published 
a brief paper in the Journal of the American Medical 
Association (Vol. 125, page 928) on “The Significance 
of the Febrile Reaction in Influenza.” A review of 
50 cases of influenza admitted to the North Carolina 
Baptist Hospitai the previous winter showed that 
exactly half of them had an average maximum tem- 
perature of 102.1° F., while the remaining half had a 
maximum temperature of 100° F. The average hos- 
pital stay for the first group was 4.88 days, for the 
second group, 6.44 days. Recovery was much more 
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ANTACIDS 
CONTROL 
ACID! 


Ulcer therapy requires more 
than antacids 


“Putting alkali into the stomach does 
not always relieve pain, even though 
the acid is completely neutralized 
thereby.”? 


Kolanty! provides the missing 


action —SPASMOLYSIS—plus 3 
additional healing actions 


“,..our studies indicate that ulcer pain 
in the uncomplicated case is invariably 
associated with abnormal motility.”? 


A groundswell of medical opinion now 
indicts gastric spasm —as well as acid 
—in the causation of ulcer pain.’ 


KOLANTYL 
CONTROLS ACID 
AND PAIN! 


is so much more than an antacid 


Examine the KOLANTYL Formula: 

antispasmodic: BENTYL (dicyclomine) Hydro- 
chloride antacids: Magnesium Oxide/Alu- 
minum Hydroxide Gel demulcent: Methy]l- 
cellulose anti-enzyme : Sodium Laury] Sulfate 


References: 1. Altschule, M. D.: M. Sc. 6:560, 1959. 
2. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., and 
Texter, E.C., Jr.: Gastroenterology 23:252, 1953. 
3. Texter, E. C., et al.: Ann, Int. Med, 51:1275, 1959. 
4. Kasich, A. M.; Boleman, A. P., Jr., and Rafsky, 
J. C.: Am. J. Digest. Dis. 1:361, 1956. 5. Roth, J. L. A.; 
Wechsler, R. L., and Bockus, H. L.: Gastroenterology 
31:493, 1956. 6. Rafsky, J. D.: Gastroenterology 27:29, 
1954. TRADEMARKS: KOLANTYL®, BENTYL® 
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WAFERS. 
CHALKINE 
THE WM. S. MERRELL COMPANY 

Division of Richardson-Merrell Inc. 

Cincinnati, Ohio/Weston, Ontario Brochure with full product information available on request. 


Yours Truly 


prolonged in the low-temperature group, and at 
least two of these patients had relapses after dis- 
charge from the hospital. 

It is pertinent to recall that Pasteur once chal- 
lenged the members of the French Academy of Medi- 
cine to inoculate a chicken with a fatal dose of 
anthrax. They were unable to do so, but Pasteur 
showed that it could be done by immersing a chicken 
in a tub of ice water until its normal temperature of 
107° F. was brought down to the human range. 

Experienced poultrymen have told me that it is 
unnecessary to sterilize instruments used in operating 
on chickens because their normal high temperature 
protects them from infection. 

WINGATE M. JOHNSON, M.D. 
Bowman Gray School of Medicine 
Winston-Salem, N.C. 


Dear Sirs: 

I disagree with Dr. Edwin Matlin who states that 
“temperature is not a normal response to illness.” 
The TV admonition to “Do as your doctor advises! 
take aspirin,” is the opposite from my printed in- 
structions for care of infections with fever, which 
state “‘Aspirin, etc., often slow recovery.” 

Your cartoon (March GP, p. 27) shows a small boy 
telling someone calling the doctor to “‘take two as- 
pirins and call me tomorrow.” I think that doctors 
usually do likewise for the same superficial reason: 
it relieves both patient and doctor for the moment. 

“Salicylates not only stimulate the adrenal cortex 
to produce steroids but seem also to enhance steroid 
metabolism, according to Dr. Vincent C. Kelley of 
the University of Washington School of Medicine, 
Seattle.” This is the first sentence of the Roche 
Report of February 20, 1961. Would Dr. Matlin give 
cortisone for comfort in tonsillitis? He states there is_ 
nothing advantageous about fever, noting the chill- 
ing, loss of minerals, etc., produced by perspiration. 
What, pray, produces more perspiration than anti- 
pyretics?! 

Many facts are available to support my view that 
there is often much advantageous about fever, such 
as lower mortality in ages with more febrile response, 
the parallel response of the antibody-producing 
reticuloendothelial system and basal metabolism, 
benefit of local heat treatment for infections, etc 
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DAWSON 


“Tell him all your patients pay promptly. 
He’ll never hear a better bedtime story!” 


But “the thinking man’s filter” for the tremendous 
number of arguments, pro and con, concerning rou- 
tine antipyretics might be the simple question, ‘‘Why 
did God (or natural selection) give fever to us in the 
first place?” We are fortunate that our patients 
usually get well in spite of antipyretics, just as they 
did in spite of purges and bleedings. In my opinion, 
antipyretics will go the same way. 
H. F. LONG, M.D. 

Pleasanton, Calif. 


Dear Sirs: 

In regard to ““Temperature on the Defensive,” the 
discrepancy between what we accept as scientific 
“truths” and what we practice is often amazing. Not 
only do we “fight” the fever which we have been 
taught to consider a normal and probably desirable 
response of the organism—we also continue to give 
antibiotics as ‘“‘prophylaxis,”’ although most writers 
warn against it; we prescribe tremendous amounts of 
vitamins, knowing that they are ineffective most of 
the time; we inject medicines which we know are 
just as effective orally. 

Some of our old teachers had a description for 
these practices. It was: “Ut aliquid fiat” —‘“‘Just so 
that something is being done’’—and seen in this light, 
the ridiculous becomes defensible and polyprag- 
matics take on meaning. 

In regard to treating fever as such, a scientific 
excuse is unnecessary. All patients, and especially 
mothers of sick children, take it for granted that 
something must be done. Reassurance as to the 
benefits of fever has no place in the management of 
the acutely concerned mother, and the therapeutic 
regime should be geared to her degree of anxiety. 

In general, the best one is that which keeps the 
mother busy enough to forget about the real dangers 
of an illness. This “‘occupational” therapy consists 
of alternating administrations of medications, alco- 
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A years of improving infant feeding 
through research 


Food Formula for Infants, 
Wyeth 


Many major advances in infant nutrition, symbolized in 
S-M-A since 1921. have been the results of Wyeth’s policy 


of continued research in infant nutrition. 


S-M-A—first prepared formula scientifically patterned after 
breast milk. 


e first to use a blend of oils with a high ratio of essential 
unsaturated fatty acids 

e first to include lactose as the only carbohydrate 

e first to use proteins quantitatively equivalent to mature 
human breast milk 

e first to add vitamins A and D 

e first to add vitamin C stabilized in a liquid form 

e first to add niacinamide 

e first to add iron 


As new developments occur in infant nutrition and milk 


technology, S-M-A will be at the forefront. 


MEDICINE Wyeth Laboratories Philadelphia LE Pa. 
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hol sponges and enemas and may be supplemented 
by hourly temperature readings, etc. It is interesting 
to note, however, that one usually finds these feverish 
children sporting heavy underwear under their pa- 
jamas and covered with many blankets. Thus, it 
seems at least part of the antipyretic effort is likely 
to be wasted, and nature gets a chance to play its 
own game, after all. 
HERBERT H. SHEY, M.D. 

Far Rockaway, N.Y. - 


Identical Lesion 


Dear Sirs: 

On pages 88 and 89 of the April GP, there are 
color photographs of an identical lesion presented as 
Figure 3 and Figure 6 in Dr. Kindel’s article on 
pigmented moles. 

The only difference in these two lesions is that 
brought about by the camera. If you will look at 
these two pictures, you will see that there is no dif- 
ference, even to the slightest little wrinkle in this 
nevus. Obviously one of these must be the wrong 
picture and there should be some correction made. 

PAUL LEDBETTER, M.D. 
Jonesboro, Ark. 


Reader Ledbetter’s observations brought the following 
reply from Author Kindel.—MEDICAL EDITOR 


Dear Sirs: 

Dr. Ledbetter is very astute in his observations. 
The two photographs are absolutely identical and 
were submitted intentionally to the editor. 

The same photograph was used twice, in Figure 3 
under the title of Unreliability of Color and in the 
next section under Benign Morphologic Types to 
illustrate the morphologic character of a sissile- 
shaped nevus (Figure 6) and in Figure 3 to denote 
the slate blackish-brown color. In Figure 6, it was 
used to denote the sissile-shaped broad base pedicle. 

I hope that this explains clearly to Dr. Ledbetter 
that there is no error and that no correction is neces- 
sary. I thought that the legends as well as the head- 
ing of the group would be self-explanatory. 

Dan J. KINDEL, M.D. 
Cincinnati, Ohio 
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Kansas Opening 


Dear Sirs: 

A very desirable office location is available here 
in Olathe due to the relocation of one of our physi- 
cians to another community. Anyone who is inter- 
ested in the general practice of medicine and who 
may desire to move to this area should contact 
Arthur L. Pincomb, M.D., 104 North Chestnut, 
Olathe, Kansas. The telephone number is Poplar 
4-1414. 

Briefly, Olathe is a town of approximately 10,000, 
located about 20 miles from Kansas City by an 
interstate freeway. At the present time there are eight 
active general practitioners in the city including the 
one who will be leaving. Adequate accredited hos- 
pital facilities are available. 

MACK HERRON 
Administrator 
Olathe Community Hospital 
Olathe, Kan. 


CHILD” 
PSYCHIATRIST 


“I’m a bed wetier. What’s YOUR specialty?” 


Yours Truly 
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: 


0 COMPANY + 7912-MANCHESTER AVE. 


As a doctor, you want proof! Naturally 
you're interested in the reasons for Emko’s 
effectiveness. But like most doctors, you're 
probably equally anxious to see proof of it. 
You want proof that Emko’s new “foam 
block” principle works effectively without a 
diaphragm in actual practice. You want 
proof that patients find Emko easier, more 
pleasant to use...and that they use it 
regularly. You want proof that Emko Vagi- 
nal Foam has really earned the confidence 
now placed in it by thousands of doctors 
and their patients. You want unqualified 
proof. . . clear, concise, factual. 


That’s why you will be interested in this 
report from a doctor. 


* PAT. NO. 2.943.979, OTHER PATS. PEND, 
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MCCANN, MCCANN @ Cox 
The Emko Company June 9, 196) 
7912 Manchester Avenue 
St. Louis 17, Missourj 
be Gentlemen: 
ae, “ On May 1, 1959 fr began &@ Study Of the efficacy Of Emko Vaginal Foam 
with Patients in MY Private &enera) Practice, in highly transient 
a z area. On April 24, 1961 r Sent a form to all the 139 Patients, for whom Fi 
I haa Prescribeg Enko help, asking for detaileg information. Replies 
Were receive from 102 Patients. thes, women had a total of 1,011 
months of There were three Pregnancies, Which Makes a Pregnancy 4 
ots rate of 3.56, These three aj) Claimeq regular use Of the Product, is 
The average of the 102 women was 27.7 years. All except three 
2 had Children before using Enko With an average of 2.6. The number of : 
Children ranged from one to six. Twenty three Percent (232) had 
used no Contraceptive method Prior to Enko. 
The figures 8CCording to the length Of time the women had useg Enko are: oo 
Time Patients No. of Mean Total Mo No. of 
Used Enko Cases Age Of Use Pre Nancies ° fe ae 
g 
1~ 6 months 33 26.8 152 2 q 
7-12 months 40 28.4 384 0 ; 
13 ~24 months 29 27.8 475 1 
102 1,01] 3 
emk wil 
Conversations with Patients when they returned to the Office indicateg ’ "7 x 
@ very favorable reaction to the Product. The Patients in &enera) Stated vacin 
that this Product is the best they have ever used. There is better “a 
4 COitus, more Satisfaction, less Problem of female rigidity, 4nd more od ‘S 
Presexua). Play With the Product being used, Most Of the women ee . = 
4 Spontaneously Volunteereg that they et much better husband °00peration, k 
the husband C@ither helping them or being very Willing in the use of Enko, 
where with Previous methods the husbands were Sometimes very reticent 
in any COOperation with Contraceptive attempts. Besides being Safe, 
inexpensive and ©fficient the basic advantages Seem to be ©8S€~0 f_use 
better husband ration, less lubrication during coitus, less and 
i less Vaginal drainage from the female Partner the next day after COitus. eet & eS 
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of a series reporting on Endo 
Laboratories’ Anticoagulant Survey 


Nationwide Survey Explores Current 
Practices in Anticoagulant Therapy 


Early in 1961 Endo Laboratories undertook a com- 
prehensive survey of physicians’ attitudes toward oral 
anticoagulants and their application in daily practice. 
Approximately 90,000 physicians received a ques- 
tionnaire which covered such basic matters as when, 
how, and for what periods anticoagulants were used, 
the specific advantages of the agent most often 
selected by general practitioners, internists, and car- 


diologists, factors relating to the effective, safe ad- 


ministration of anticoagulants, and other pertinent 
areas of clinical interest. A total of 10,016 physicians 
completed and returned the Anticoagulant Survey. 


The vast accumulation of data has now been analyzed 
and tabulated so that one can draw conclusions 
regarding the actual practice of thousands of physi- 
cians. Endo is happy to present the findings of Antico- 
agulant Survey in the first of a series of brief reports. 
It is our purpose thereby to contribute to a better 
understanding of the use of anticoagulants, therapeu- 
tically and prophylactically. We would greatly appre- 
ciate your comments and observations on this series. 
For more detailed information on Anticoagulant 
Survey, write to the Professional Service Dept., Endo 
Laboratories, Richmond Hill 18, New York. 


Long-Term Anticoagulant Therapy of 
Myocardial Infarction More Widely Accepted 


’ Broad clinical experience’” has indicated the value 
of oral anticoagulants in preventing or minimizing 
the occurrence of myocardial infarctions and extend- 
ing life expectancy, particularly on long-term use. 
Reports from general practitioners and specialists 
reveal that these life-saving agents are being used 
prophylactically not only after frank myocardial in- 
farction but also in impending infarction associated 
with angina pectoris. The following table shows the 
percentage of patients who have been maintained on 
oral anticoagulant therapy for extended periods of 
time, according to replies of physicians who answered 
the Endo anticoagulant questionnaire. 


W °% of Patients on Intermediate Administration 
(3 to 12 months) 


% of Patients on Long-Term Administration ° 
(1 year or longer) 


17,528* 


155,814* 


General Cardiologists Internists 


Practitioners 
*No. of Patients Receiving Oral Anticoagulant Therapy Regardless of Duration 


; 

233,102* 
al 

z 
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Specialists and General Practitioners Using Coumadin Increasingly 


A comparison of Coumadin (warfarin sodium), Dicumarol (bishydroxycoumarin), and Indandiones showed that 
coumarin derivatives were peaccribed most often and that cageces was the drug of vo agra by a wide tea 


General 
Practitioners 


“Preferred 
Anticoagulant 


Cardiologists 


Internists 


It is noteworthy that 80% of the general practitioners, 
80% of the internists, and 86% of the cardiologists 
favoring Coumadin age their use of oral anticoag- 
ulants to be increasing. Of 3,092 responding physicians 


in general practice, 564 had had patients on Coumadin 
for one year, 628 for two years, 479 for three years, 215 
for four years, 181 for five years, and 149 for more than 
five years. 


Specialists Favor Tapering Anticoagulant Dosage 
Before Discontinuance 


Abrupt cessation of anticoagulant therapy, especially after 
long-term administration, has been cautioned against by 
some clinicians*” because of the possibility of a consequent 
state of hypercoagulability with increased risk of thrombo- 
embolism. Anticoagulant Survey showed that of the general 
practitioners who stated their procedure more than half did 
not taper the dose before discontinuance; on the other hand, 
a majority of internists and cardiologists did taper the dose 
over several weeks. 


Periodic Prothrombin Time Tests Essential to 
Effectiveness and Safety 


Especially in long-term therapy, periodic prothrombin time 
determinations are recognized as vital to effectiveness and 
safety. Most of the reporting physicians are having these 
tests performed at one-week, two-week, or four-week inter- 
vals. The following data from Anticoagulant Survey indicate 
that the predominant trend is toward testing at intervals of 
two weeks or longer, and that this procedure is observed by 
a significantly higher percentage of reporting physicians who 
prefer Coumadin than by those who favor Dicumarol. 


PT Tests 
Every 2 to 4 Weeks 
or Longer 


PT Tests 
Every Week 


Specialists |} GP’s 


Preferred 
Anticoagulant 


Coumadin 17% 63%. 
Dicumarol 27%. 23% 55% 


Specialists 


— 
GP's 


COUMADIN’ 


the proven anticoagulant 
for long-term maintenance 


FOR ORAL, INTRAVENOUS OR INTRAMUSCULAR USE 


Alumni Research Foundation, and is supplied as scored tablets of 2, 5, 7'/2, 10, 1 
and 25 mg. as well as in 50 mg. and 75 mg. single-injection units. : 


The preferred prothrombin time range was between 11 to 
2% times normal control ; the most favored prothrombin time 
was twice normal, or 26 seconds. (Complications of anticoag- 
ulant therapy will be discussed in a subsequent report. ) 


Physicians Stress Predictability and Ease of 
Maintenance in Selecting Anticoagulant 


In characterizing the advantages of the oral anticoagulant 
most often prescribed (Coumadin), general practitioners, 
cardiologists, and internists were unanimous in listing, in 
order of importance: (1) more predictable effect, (2) easier 
maintenance, and (3) single daily dose. Among Dicumarol 
prescribers, on the other hand, “single daily dose” was first 
in importance, “more predictable effect” second, and “easier 
maintenance” third. 


These data confirm the unusually consistent recognition of 
Coumadin advantages which have made possible a smoother, 
more easily managed long-term anticoagulant regimen. Since 
Coumadin may be given I.M. and I.V. as well as orally, it is 
also the most versatile of anticoagulants in hospital or office 
practice. 


References: 1. Thomes, A. B., et al.: J.A.M.A. 176:181, 1961. 2. Nora, J. J.: 
Ibid. 174:118, 1960. 3. Idem: M. Times 89:502, 1961. 4. Beamish, R. E., and 
Storrie, V. M.: Heart Bull. 10:41, 1961. 5. Nichol, E. S., et al.: Am. Heart 
J. 55:142, 1958. 6. Manchester, B.: Ann. Int. Med. 47:1202, 1957. 7. Report of 
Working Party on Anticoagulant Therapy in C y Thrombosis to M. Res. 
Council: Brit. M. J. 1:803, 1959. 8. Friedberg, C. K.: Pe York J. Med. 58:877, 
1958. 9. Seaman, A. J.: GP 22:135, No. 4, 1960. 10. Stephens, C. A. L., Jr.: 
Arizona Med. 17:499, 1960. 11. Canady, E. W., et al.: Illinois M. J. 113:50, 1958. 
12. Littman, M. L.; Barrett, E. A., and Shapiro, S.: Scientific Exhibit, 110th 
Annual Meet., A.M.A., New York, N. Y., June 25-30, 1961. 
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the symptoms premenstrual tens 


Inc. 


the physician should consult 


detailed information on use accompanying package or available on request. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co. 


nausea, malaise, insomnia 


tension, 
for GI DISTRESS ...CYCLEX affords quick- 
West Point, Pa. 


Division of Merck & Co., INC. 


the effective relief of meprobamate for nervous- 
MERCK SHARP & DOHME 


acting relief of nausea and bloating associated 


with premenstrual tension 
uing until the onset of menses. CYCLEX may be continued 


day, beginning on the first morning of symptoms and contin- 
through the menstrual period. 


SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide)and 200 mg. of meprobamate. 
DOSAGE: Usual adult dosage is one tablet once or twice a 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
posigraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


SEPTEMBER 


*13-14: University of Missouri, cancer diagnosis and treat- 
ment demonstration clinics, Columbia. (15 hrs.) 

*15: American Academy of General Practice and Uni- 
versity of Kansas, annual symposium on infectious dis- 
eases, Battenfeld Auditorium, Kansas City, Kan. (6 hrs.) 

15-16: Texas Heart Association, 26th annual scientific 
session, Shamrock Hilton Hotel, Houston, Tex. 

*16: Pennsylvania chapter and the Pennsylvania Heart 
Association, scientific session, Hotel Sterling, Wilkes- 
Barre. (3 hrs.) 

16-17: American Academy of General Practice, State 
Officers’ Conference, Hotel Muehlebach, Kansas City, 
Mo. 

*16-17: Virginia chapter and Medical Association of The 
Valley of Virginia, postgraduate course, The Home- 
stead, Hot Springs. (5 hrs.) 

*17-19: Alabama chapter, Medical Progress Assembly, 
Tutwiler Hotel, Birmingham. (12 hrs.) 

17-19: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

*18: Cook County Graduate Schoo! of Medicine, two-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*18: Cook County Graduate School of Medicine, one-week 
course in general surgery, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*18: Cook County Graduate School of Medicine, two-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago, IIl. 

*21: Onondaga (New York) chapter and St. Joseph’s Hos- 
pital, Syracuse, N.Y., annual meeting, St. Joseph’s 
Hospital, Syracuse. (5 hrs.) 

21-23: Idaho chapter, annual scientific meeting, Hotel 
Boise, Boise. 

23-24: Massachusetts chapter, annual meeting, Hotel 
Statler Hilton, Boston. 
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On the Calendar 


*25: Cook County Graduate School of Medicine, one-week 
course in diseases of the chest, Cook County Graduate 
School of Medicine, Chicago, III. 

*25-26: Chattanooga Area (Tennessee) chapter, Tennessee 
Valley Medical Assembly, Read House, Chattanooga, 
Tenn. (11 hrs.) 

25-26: Iowa chapter, annual meeting, Savery Hotel, 
Des Moines. 

25-29: American College of Chest Physicians, course in 
industrial chest diseases, Warwick Hotel, Philadelphia. 

*26: Louisiana chapter, course in management of acute 
emergencies seen in thoracic surgery, Baton Rouge 
General Hospital, Baton Rouge. (2 hrs.) 

27-28: Minnesota chapter, annual meeting, Radisson 
Hotel, Minneapolis. 

*27-28: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

*28-30: University of Florida, seminar in neurology, Gaines- 
ville. (16 hrs.) 

*29-30: Mobile (Alabama) chapter, meeting with flying 
physicians, Town House Motel, Mobile. (5 hrs.) 

29-30: South Dakota chapter, fall meeting, Vermillion. 


OCTOBER 


*2: Cook County Graduate School of Medicine, one-week 
basic course in electrocardiography and heart disease, 
Cook County Graduate School of Medicine, Chicago, 
Ill. 

2-5: American Academy of Pediatrics, meeting, Palmer 
House, Chicago, IIl. 

*3-5: Kansas chapter, annual meeting, Broadview Hotel, 
Wichita. (6 hrs.) 

4: Cleveland (Ohio) chapter, program on the acute ab- 
domen, Academy of Medicine Building, Cleveland. 


Continued on page 233 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Apr. 2-5, 1963: McCormick Place, Chicago, Ill. 
Annual Symposium on Infectious Diseases 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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Harry S. Gear, M.D. 
WMA Secretary General 


Harry S. GEAR, M.D., an authority in the fields of hygiene 
and tropical medicine, was recently named secretary general 
of the World Medical Association, succeeding the late 

Dr. Heinz Lord. Dr. Gear, formerly director 

of pneumoconiosis research, Council for Scientific 

and Industrial Research-Industrial Medicine, Johannesburg, 
South Africa, also served as assistant director-general 

and consultant, World Health Organization, from 1951 to 1958. 
He has also been a member and chairman of the WHO 
Executive Board. Prior to that, the new WMA official was 


deputy chief health officer, South Africa Service, 

for 13 years. A member of the British Medical Association, 
the Medical Association of South Africa and the Royal 
Society of Tropical Medicine, Dr. Gear has had experience 
in China and the Middle East and was in general practice 
in Rhodesia, South Africa and London. 


Walter James McNerney 
Paying the Hospital Bills 


On AucGusT 14, Walter James McNerney assumed the 
presidency of the national Blue Cross Association. Closely 
allied with hospitals throughout his professional life, young (36) 
Mr. McNerney was previously director of the University 

of Michigan’s Bureau of Hospital Administration. 
Particularly useful in his new post will be information 
gathered in a three-year study of hospital and medical 
economics which he directed at Michigan. The study 
concentrated on: (1) spending and utilization patterns 

of the population in health care; (2) costs of providing 

health care; (3) critical issues facing prepayment 

and government, and (4) the problems of control 

in the voluntary system. Recipient of a master’s degree 

in hospital administration from the University of Minnesota, 
Mr. McNerney established Michigan’s hospital administration 
program when he joined the staff in 1955. 
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Your Patients Can Enjoy Fine Foods With Minimum Diet Changes! 


For good eating while maintaining 
serum cholesterol control 


Leading authorities agree that where reduction of se- 
rum cholesterol levels is indicated, fat intake should not 
exceed 14 of total calories and of this, at least 4% should 
be polyunsaturated fats. 

Polyunsaturated fats, such as those found in corn oil, 
are rich in the linoleates which are important in reduc- 
ing serum cholesterol levels. This has been proven time 
and again in nutritional studies of hypercholesterolemia. 
Mazola Margarine and Mazola Corn Oil have outstand- 
ing P/S (polyunsaturate to saturate) ratios. Thus the 
hypercholesterolemic patient can usually enjoy the same 
appetizing foods as the rest of the family. 

Mazola Corn Oil is unexcelled in polyunsaturates and 


*U.S. Pat. No. 2,955,039 


Fatty Acids 

Polyunsaturated 

Monounsaturated 
Saturated 

Natural Sitosterols 

Natural Tocopherols 

Cholesterol 

Sodium 


Table Spreads 


AVERAGE COMPOSITIONS OF MAZOLA® MARGARINE AND MAZOLA® CORN OIL 
(All figures are in grams.) 


MAZOLA MARGARINE 


MAZOLA MARGARINE —410 Calories/2 oz.; lodine Value —96 
MAZOLA CORN OIL—250 Calories/fi. lodine Value—124 


RATIO OF POLYUNSATURATES /SATURATES 


(Average values.) 


~ 


MARGARINE 
(MAZOLA) 
High-priced 
pharmaceutical 
margarine 


Ordinary hydrogenated 
corn oll margarine 


Conventional 
margarines 


Butter 


lowest in saturates of all leading brands of vegetable 
oils. Mazola’s P/S ratio is far higher than that of any 
other leading food oil. Your patient will find Mazola 
Corn Oil ideally suited for salad dressings and frying; 
also for baking wherever liquid shortenings are called 
for in the recipe. 

Mazola Margarine* contains liquid Mazola Corn Oil as a 
major ingredient. This corn oil is not hydrogenated, 
thereby preserving its rich content of linoleates. Mazola 
Margarine contains 2 to 3 times as much natural lino- 
leates as any other margarine readily available in gro- 
cery stores from coast to coast. Its taste, color and 
handling characteristics are unexcelled. 


WA, 


MAZOLA CORN OIL 


Vegetable Oils 


CORN OIL 
(MAZOLA) 


Cottonseed Oil 


Peanut Oil 


Olive Ol! 


CORN PRODUCTS COMPANY 10 East 56th Street, New York 22, N.Y. 


CORN OL 
AN 
MARGARINE Bi 
: : 
q 
| 
4 
100 grams 2 oz. (4 tbsp.) 100 grams 1 fl. oz. (2 tbsp.) 
é 
21 12 51 14 
e 40 23 32 9 
. 14 8 11 3 e 
| . 0.5 0.3 1 0.3 . 
e 0.08 0.045 0.08 0.020 . 
none none none none 
e 0.9 0.5 none none ° 
e 
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| : 
) : 
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— 
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TRADEMARK (TRIPLE SULFA CREAM— 


in’ buff-colored Tripie ‘Sulfa Cream, 
destroys a wide variety of patho- 


say ve and gynecologic conditions, this triple sulfon- 
amide cream ‘promotes rapid healing, relieves inflammatio 


Against Secondary Invaders 


RAC 


YCLINE 


New evidence* demonstrates the effectiveness of Terra- 
mycin in otitis media . . . another reason for the trend 
to Terramycin. 


In a series of 41 cases of otitis media, Terramycin not 
only “was often successful where other antibiotics 
had failed,” but also showed that “it is extremely well 
tolerated”; oral dosage for infants was 250 to 375 
mg. daily, for children, 500 mg. to 1 Gm. In many 
instances, oral therapy was preceded by intramus- 
cular injection of Terramycin. 


The authors concluded that “there is good reason 
to consider it [Terramycin] one of the most effective 
agents for treatment of infection of the upper respira- 
tory tract.” 


These findings confirm the continuing vitality and 
broad-spectrum dependability of Terramycin, as re- 
ported through more than a decade of extensive clini- 
cal use. 


Te ® 
OXYTETRACYCLINE WITH GLUCOSAMINE \' 


SYRUP PEDIATRIC DROPS 


125mg. per tsp. and $ mg. per drop (100 mg./cc.), respectively 


deliciously fruit-flavored aqueous dosage forms — 
conveniently preconstituted 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


*Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 


The dependability of Terramycin in daily practice 
is based on its broad range of antimicrobial 
effectiveness, excellent toleration, and low order 

of toxicity. As with other broad-spectrum 
antibiotics, overgrowth of nonsusceptible organisms 
may develop. If this occurs, discontinue the 
medication and institute appropriate specific 
therapy as indicated by susceptibility testing. 
Glossitis and allergic reactions are rare. Aluminum 
hydroxide gel may decrease antibiotic absorption 
and is contraindicated. 

More detailed professional information available on request. 


another reason why the trend is to 
Terramycin—versatility of dosage form: 
TERRAMYCIN Capsules— 
250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 
TERRAMYCIN Intramuscular Solution— 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 


+ . 
ign 
& 
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Pfizer) Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives-indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 

The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramycin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 

This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 

Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 

To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 

We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 

We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 


in the medical profession. 
Sincerely, 
PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
Systemic preparations: 

FORMERLY NAMED NOW NAMED 
Terramycin® Capsules* 
Terramycin Syrup 
Terramycin Pediatric Drops 


Cosa-Terrabon® Oral Suspension 


and simpler names for these Terramycin-containing formulations: 

a- apsul Terrastatin® Capsules 
Terrastatin for Oral Suspension 
Terracydin® Capsules 


Cosa~Terrastatin for Oral Suspension. 


and these names remain unchanged : 
Terramycin Intramuscular Solution 
Terramycin Intravenous 


*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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esigned 
for all 
gravid 
patients... 
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N ata | ns tablets 


Comprehensive vitamin-mineral support, pre- and post-natal 


formerly Natalins Comprehensive 


Only one Natalins tablet per day provides gen- 
erous amounts of iron, calcium, and vitamin C, 
plus 8 other important vitamins. This special 
formula helps assure, in multiparas, the extra 
nutritional protection they—particularly*—need. 
It naturally follows that this formulation will be 
adequate for the primigravida. With their new 
smooth coating, Natalins tablets are easier to 
swallow—and they disintegrate rapidly and fully 
for maximum utilization. 


And for basic supplementation when her diet 
appears adequate, Natalins® Basic tablets pro- 
vide, in one tablet a day, ample amounts of the 
four basic vitamins and minerals needed to 
guard the well-being of patient and baby. 


For convenience in specification, Natalins tablets 
and Natalins Basic tablets have replaced all other 
Natalins formulations. 
*Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61:71-74 (Jan.) 1951. 


Mead Johnson 
Laboratories 


Symbol of service in medicine s2i6t 
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the Coughs 
that Steal Sleep... 


CHRONIC SINUSITIS 


PHARYNGITIS 


INFLUENZA-COLDS 


Prescribe 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


8-12 Hour Cough Control with a Single Dose 


e Permits Natural Discharge of Mucus 
e Predictable Antitussive Action with Minimum Amount of 


Narcotic through ‘Strasionic’ Release 
TWO FORMS: Tussioncx Thixaire™ Suspension e Tussionex Tablets 


Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydroco- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
deinone and 10 mg. phenyltoloxamine as resin complexes. Y, teaspoonful q12h; 1-5 years, % teaspoonful q12h. 


Rx only. Class B taxable narcotic. 


Tussionex—made and marketed only by 


STRASENBURGH 
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Interesting . . . how the parallel lines seem to curve—even when you know they’re perfectly 
straight. Another illusion takes place when we try to compare two oral penicillins. If only the 
price of the drugs were to be considered, the choice would be clear. But isn’t it what a drug 
does that counts? 

V-Cillin K® achieved two to five times the serum levels of antibacterial activity (ABA) * 
produced by oral penicillin G.! Moreover, it is highly stable in gastric acid and, therefore, 
more completely absorbed even in the presence of food. Your patient gets more dependable ther- 
apy for his money . . . and it’s therapy—not tablets—he really needs. 


For consistently dependable clinical results, prescribe 
—, V-Cillin K in scored tablets of 125 and 250 mg. or lity 
V-Cillin K, Pediatric, in 40 and 80-cc.-size packages. 
V-Cillin K® (penicillin V potassium, Lilly) 
*In eleven normal subjects against the test organisms streptococcus C203 and Staphylococcus aureus 209P. 
1. Griffith, R.S.: Antibiotic Med. & Clin. Therapy, 7:129, 1960. 
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to prevent pain and anxiety 
in angina 


For your angina patients, EQUANITRATE helps control pain and angina- 
triggering anxiety. EQUANITRATE reduces the number and severity of attacks, 
increases exercise tolerance, and lessens nitroglycerine dependence. Russekt 
reports “‘The best results... in both clinical and electrocardiographic response, 
were observed with a combination of meprobamate and pentaerythritol 
tetranitrate [EQUANITRATE] in the patients studied.” 


For further information on the limitations, administration, and prescribing 
of EQUANITRATE, see descriptive literature or current direction circular. 
tRussek, H.I.: Am J. Cardiol. 3:547 (April) 1959. 


Supplied: EQuaniTRATE 10 (200 mg. meprobamate, 10 mg. pentaerythritol tetranitrate), 
white oval tablets, vials of 50. EQUANITRATE 20 (200 mg. meprobamate, 20 mg. pentaerythritol 
tetranitrate), yellow oval tablets, vials of 50. 


Wyeth Laboratories Philadelphia 1, Pa. 


Meprobamate and Pentaerythrito! Tetranitrate, Wyeth 
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inflamed reppiratory 


tract mucesa 


cuts healing time in RESPIRATORY INFLAMMATION 


By subduing the inflammatory reaction of respiratory 
tract tissues, Chymoral liquefies thickened bronchial 
secretions and affords easier expectoration of mucus 
plugs. Ina series of 48 patients with bronchial asthma, 
44 were afforded relief with Chymoral therapy that was 
judged “good to excellent.’ In chronic obstructive 
emphysema, Chymoral has improved both vital ca- 
pacity and the ability to expectorate without severe, 
racking cough effort.? Andin sinusitis or rhinitis there is 
a definite reduction of inflammation and edema of the 
nasal and sinal mucosa, along with improved airflow.?:3 


controls inflammation 
curtails swelling, curbs pain 


~ 


1. Taub, S. J.: Clin. Med. 7:2575, 1960. 2. Clinical Reports to the Medical 
Department, Armour Pharmaceutical Company, 1960. 3.Billow, B. W.; 
Cabodeville, A. M.; Stern, A.; Palm, A.; Robinson, M., and Paley, S.S.: 
Clinical Experiences with Oral Anti-inflammatory Enzyme for Intesti- 
nal Absorption. Southwestern Med. 47 :286, 1960. 


CHYMORAL 


Chymoral is an ORAL anti-inflammatory enzyme tablet specifically 
formulated for intestinal absorption. Each tablet provides enzymatic 
activity, equivalent to 50,000 Armour Units, supplied by a purified 
concentrate which has specific trypsin and chymotrypsin activity in a 
tatio of approximately six to one. ACTION: Reduces inflammation of 
all types; reduces and prevents edema except that of cardiac or renal 
origin; hastens absorption of blood and lymph extravasates; helps to 
liquefy thick tenacious mucous secretions; improves regional circula- 
tion; promotes healing; reduces pain. INDICATIONS: Chymoral is 
indicated in respiratory conditions such as asthma, bronchitis, rhinitis, 
sinusitis: in accidental trauma trauma to speed absorption of hematoma, 
bruises, and contu: sions, in infl tory dermatoses to ameliorate 
acute inflammation in conjunction with standard therapies; in gyne- 
cologic conditions such as pelvic inflammatory disease and mastitis. 
in obstetrics as episiotomies and breast t; in surgical pro- 
cedures as biopsies, hernia repairs, emorrh tomi ec: 

tomies, phlebitis and ti ; in genitourinary disorders 
as , orchitis and is; in dental and oral surgery as 
fractures of the mandible or maxilla, difficult or multiple extractions, 
and alveolectomies. CONTRAINDICATIONS: None known. INCOM- 

PATIBILITIES: None known. Antibiotics as well as generally accepted 
measures may be coadministered. SIDE EFFECTS: Mild gastric 
upsets, rarely encountered. DOSAGE: Recommended initial dose is 
two tablets q.i.d.; one tablet q.i.d. for maintenance. SUPPLIED: 
Bottles of 48 and 250 tablets. 


ARMOUR PHARMACEUTICAL COMPANY «kanxaxee, unos A Leader in Biochemical Research 
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Carnalac meets the medical 
preference for the 
evaporated milk formula... 
in a convenient, 


ready-prepared form. 


CAR E 
TION COMPANY- Los A 


Carnalac is Carnation Evaporated Milk with its 
added Vitamin D, plus carbohydrate. The mother 
just adds water in the amount you recommend. 


Diluted 1:1, Carnalac provides 2.8% protein, 7.1% carbohydrate, 3.2% fat, 
400 1.U. Vitamin D per reconstituted quart, 20 calories per fluid ounce. 


For the adjustable formula ~ proven nutritional value ~ economical 


“from Contented Cows” 
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/ (mebutamate, Wallace) 
CENTRAL ACTING PR RING AGENT arriue 


ANNOUNCING 


A new drug that works in a new way 
to control blood pressure 
without serious side effects 


AGENT 
™ 


CAPLA 


(mebutamate, Wallace 
CENTRAL ACTING PRESSURE LOWERING AGENT 


Capla is a new kind of drug to treat 
hypertension. Chemically, Capla is 
2-methyl-2-sec-butyl-1, 3-propane- 
diol dicarbamate. It is unrelated 
chemically to any other antihyper- 
tensive agent. Capla does not block 
ganglia, reduce blood volume or in- 


Cap la acts terfere with neurohormonal balance. 
centrally at 


for hypertension 


the brainstem Because of its action at the brain- 


stem vasomotor control center, 

Capla is a new therapy for hyperten- 

vasomot or center sion. It is effective alone in the treat- 
ment of mild to moderate hyper- 


Reduces blood pressure by central action; tension, and can be combined with 


diuretics or peripherally acting anti- 


is not a ganglionic blocker hypertensives in more severe canes. 


Exceptionally 
well tolerated 

Capla acts rapidly, producing sub- 
‘stantial blood pressure reduction 
within two hours, yet it does not 
produce postural hypotension. It 
has proved exceptionally well tol- 
erated in clinical use and has no 
known contraindications. Capla has 
not produced changes in renal, hem- 
atological, hepatic or endocrine func- 
tion. It is rapidly eliminated and has 
no cumulative effects. 
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CAPLA 


(mebutamate, Wallace) 
CENTRAL ACTING PRESSURE LOWERING AGENT 


Capla helps minimize one of the 
most difficult problems of hyperten- 
sion therapy — unwanted and often 
serious side effects. 
With Capla you have effective 
therapy without the unpleasant 
C ontrols side effects which often cause pa- 
tients to abandon treatment. 
Side effects with Capla, when they 


sient. Transient drowsiness some- 


without ser ious times occurs, usually at higher dos- 


side effects Mild calming effect 


Patients on Capla often report a 

; mild calming effect. This effect, to- 

Capla does not produce depression, gether with the unusual freedom 
postural hypotension, nasal congestion from serious side effects, makes ther- 


or gastric hyperacidity apy gratifying for both the patient 
and the physician. 


Compatible 
with other drugs 
Hypertensive patients with other 
disorders can receive Capla along 
with other medications. 

For example, patients with con- 
gestive heart failure, angina, and 
diabetes mellitus can receive Capla 
along with such medications as digi- 
talis, nitrates, and insulin— without 
aggravating these other disorders. 


CAPLA 


(mebutamate, Wallace) 
CENTRAL ACTING PRESSURE LOWERING AGENT 


Lowers 

blood pressure 
effectively in 
clinical use 


1. Berger, F. M., and Margolin, S.: A Centrally Acting Blood Pressure 
Lowering Agent (W-583). Fed. Proc. 20:113 (March) 1961. 2. Diamond, 
$., and Schwartz, M., Scientific Exhibit at Ili. State Med. Soc. Chi- 
cago, (May) 1961. 3. Douglas, J. F., Ludwig, B. J., Ginsberg, T. and 
Berger, F. M.: Studies on W-583 Metabolism. Fed. Proc. 20:113 
(March) 1961. 4. Duarte, C., Brest, A. N., Kodama, R., Naso, F., and 
Moyer, J. H.: Observations on the Antihypertensive Effectiveness of 
a New Propanedio! Dicarbamate (W-583). Curr. Ther. Res., 2:148-52 
bey 1960. 5. DuChez, J. W., Scientific Exhibit at Amer. Academy 

of Gen. Practice, Miami, (April) 1961. 6. Kletzkin, M., and Berger, 
F. M.: A Centrally Acting Antipressor agent. Fed. ‘Proc. 20:113 
(March) 1961. 7. Mulinos, M. G., Scientific Exhibit at Amer. Coll. 
Card. New York, (May) 1961. 8. Mulinos, M. G., Saltefors, S., Boyd, 
L. J. and Cronk, G. A.: Human Pharmacology Studies with W-583. 
Fed. Proc. 20:113 (March) 1961. 9. Shubin, H., Scientific Exhibit, 
Amer. Coll. Card. New York, (May) 1961. 


Average Reductions In Systolic And Diastolic Blood Pressure Reported With Capla 


(325 patients) 


mm/Hg MILD MODERATE SEVERE 
B.P. up to 180/100 B.P. from 180/100 to 210/115 B.P. over 210/115 


Before 


After 


Usual dose, Capla 300 mg., q.i.d.—duration of therapy, 3 weeks to over 1 year. 


These data show that Capla reduces both systolic and diastolic blood pressure, usu- 
ally in proportion to initial pre-treatment elevations. 


CAPLA 


CENTRAL ACTING PRESSURE LOWERING AGENT 


@ Wallace Laboratories, 
7 Cranbury, New Jersey 


DOSAGE: the recommended dose of Capla is 
one 300 mg. tablet three or four times daily, 
before meals and at bedtime. The dosage 
should be adjusted to individual require- 
ments; for example, older patients may re- 
quire lower dosage. 

COMPOSITION: each white, scored tablet 
contains 300 mg. of Capla (mebutamate, 
Wallace). 

SUPPLIED: bottles of 100, scored tablets. 


Literature and samples to physicians on request. 
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occupational 
allergies strike 


parabromdylamine [brompheniramine] maleate 12 mg. 


CONTINUOUS 10-12 HOUR ACTION i 


reliably relieve the symptoms...seldom affect alertness 


Farmers may develop allergies to pollens, plants, 
smuts and molds... housewives to dust and soap 
..- florists to flowers and bulbs. Most types of aller- 
gies — occupational, seasonal or occasional reac- 
tions to foods and drugs — respond to Dimetane. 
With Dimetane most patients become symptom 


MAKING TODAY’S MEDICINES WITH INTEGRITY... SEEKING TOMORROW'S WITH PERSISTENCE 


September 1961 


free and stay alert, and on the job, for Dimetane 
works ...with a very low incidence of significant 
side effects. Dimetane is also available in conven- 
tional Tablets (4 mg.), Elixir (2mg./ 4 

5 cc.) and Injectable (10 mg./cc. and § 

100 mg./cc.). 

A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
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THIORIDAZINE HCI 


“provides highly effective tranquilization, 
relieves agitation, apprehension, anxiety 


and ‘‘screens out’”’ 
certain side effects 
of tranquilizers, 
making it 

virtually free of: 


omer 
— 


— 


SENSITIVITY 
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“The value of the phenothiazines as tranquilizers has been established. [However] many distressing side 
effects have been reported with these drugs....Thioridazine [Mellaril] is as effective as the best available 
phenothiazine, but with appreciably less toxic effects than those demonstrated with other phenothiazines.”' 


In Geriatrics “This is the third time the authors have evaluated a tranquilizer in a geriatric group. 
Our feeling is that Mellaril is superior to the other two, both of which were phenothiazine derivatives.” 


Mellaril is indicated for varying degrees of agitation, apprehension, and anxiety in both 
ambulatory and hospitalized patients. 


Usual starting dose: Non-psychotic patients — 10 or 25 mg. t.i.d.; Psychotic patients — 100 mg. t.i.d. 
Dosage must be individually adjusted until optimal response. Maximum recommended dosage: 
800 mg. by Supply: Mellaril Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


1. Ostfeld, A. M.: Scientific Exhibit, American Academy of General Practice, San Francisco, April 6-9, 
1959. 2. pi i Murphree, O., and Seager, L.: Am. 4 Psychiat. 115:1118, June 1959. 
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EPIDEMIC 


your patients need 
your kinds of help 


The slender willpower of the obese patient is no match for the heavyweight forces of 
commercial temptation. Millions of dollars are spent to obsess him with the fattening, 
forbidden foods that have made obesity ‘‘epidemic’’ . . . while more millions promote 
the latest fads in diets. No wonder the patient, bedeviled and bewildered, loses the 
struggle against temptation .. . 


For willpower alone is not enough. Your kinds of help are sorely needed. You 
alone can meet the patient’s individual need for authoritative diagnosis and 
advice in the-struggle against overweight. You alone can help the patient 
deal with underlying emotional factors and establish sensible eating habits. 


It can be a difficult task. Temptation sometimes triumphs. But not as often, 
when your kinds of help include your selective use of . . . 


for “sedentary” overeaters 


4 ETA NM 4 a ‘strasionic’ release anoretic 


Each capsule of each strength con- nervous stimulation. Accidental BIPHETAMINE ‘20° 
tains equal of d-amphetamine overdose may be treated b: oy lavage’ (20 mg.) 
and dl-amphetamine as cation ex- and sedation. Precaution: Although 
polystyrene ects: use wi ini care in patients ’ 
hour appetite appeasement with hypersensitive to sympathomi- BSIPHETAMINE ‘12% 
invigoration. Side Effects: metic compounds, in coronary (12.5 mg.) 


When they occur, these may in- disease, severe hypertension or 
clude dryness of mouth, insomnia, cardiac irregularity. 
and other signs of mild central BIPHETAMINE ‘7’’ 


(7.5 


for “active” overeaters 


lo NAM 4 N’ a ‘strasionic’ release anoretic 


PHENTERMINE 


Each agp of each strength con- tite. Accidental overdose may 
ntermine (phenyl-tert. - be treated by lavage and sedation. 


butylamine) as a cation : Although singular! IONAMIN 
. of sulfonated free from side effects, use wit (30 mg.) 
Effects: 10-14 initial care in patients hypersensi- 
tive to sympathomimetic com- IONAMIN 15’ 


easement. Side 
occur, these junds, in coronary disease, severe 
ness of insomnia, and other (15 me.) 
signs of mild central nervous stim- 


for “refractory” overeaters 


Tuazole® (2-methyl-3- of mouth, insomnia, and other PHETAMINE-T ‘20’ 
yi<quinasolone) and equal signs of mild central nervous Bi T 
parts of d-amphetamine and dl- stimulation. Accidental overdose 


amphetamine—all as cation ex- treated cathar- 
resin complexes of sulfo- “ 
polystyrene. Effects: 10-14 cautiously i in BiIrPHETAMINE-T 12'2 
hour appetite appeasement with hyperten and 
in patients hypersensitive to 
ide Effects: When they sympathomimetic agents. 


Single Capsule Daily Dose 10 to 14 hours before retiring 
STRASENBURGH 


“This new antihypertensive 
agent holds particular 
promise for those patients 
with the more severe 
degrees of diastolic blood 

pressure elevation.” 


Elevated diastolic pressure of “crucial importance.”? Increased peripheral resistance, as reflected by eleva- 
tion of diastolic blood pressure, has been described as: “The single most important factor in the production 
of the type of arterial hypertension with which the physician is usually concerned.. 


Ismelin, through its unique action at the nerve-arteriole junction, dilates the stints thereby reducing 
peripheral resistance. The result is often a marked decrease in diastolic pressure, as confirmed repeatedly 
by clinical observation. 

ismelin lowers diastolic pressure after other treatments fail. Riven and Hall® studied Ismelin in 21 male hyper- 
tensive patients ranging in age from 30 to 69 years. Most patients were hospitalized initially, and most were 
treated with other antihypertensive drugs. Before treatment with Ismelin, all patients had diastolic pressures 
(supine and erect) of at least 110 mm. Hg “despite other antihypertensive therapy including ganglionic 
blocking agents.” 


All 21 patients responded to Ismelin* with “...a decrease in systolic and diastolic pressure in both supine 


and standing positions... De *When therapy with Ismelin began, mecamylamine was discontinued in 7 patients receiving it. 
Advantages of Ismelin for your ® Most patients have been 

hypertensive patients Diastolic Down with Ismelin treated with Ismelin for pro- 
# Almost all forms of moderate Average Diastolic Blood Pressure (mm. Hg) longed periods without develop- 
to severe hypertension (includ- ing tolerance to it (although 
ing malignant hypertension and Supine Erect instances of tolerance have 


been reported). 
® Smooth absorption of Ismelin 
results in predictable blood pres- 


sure responses. 
For complete information about Ismelin (in- 
cluding dosage, cautions, and side effects), 


many cases of renal hyperten- 
sion) can be managed with 
Ismelin— alone or in combina- 
tion with other antihypertensive 
agents. 

® Ismelin brings blood pressure 
down in many persons refractory 
to other antihypertensive agents. 
® Ismelin lowers blood pressure 
in many patients who cannot be 
treated effectively with other po- 
tent agents because they do not 
tolerate the side effects. 


see current Physicians' Desk Reference or 
write CIBA, Summit, N. J. 


Supplied: Tablets, 10 mg. (pale yellow, 
scored) and 25 mg. (white, scored). 


References: 1. Brest, A.N., Novack, P., and 
Moyer, J. H.: To be published. 2. Harrison, 
T.R., Adams, R.D., B , Lode, R 

Ww. H., Thorn, G. W., and 'Wintrobe, M. M. 
(Editors): Principles. of Internal Medicine, 


The Blakiston Division, McGraw-Hill Book 
Company, Inc., New York, 1958, p. 1321. 


@ ‘ 3. Riven, S. S., and Hall, W.: South.M. J. 
® Patients need take Ismelin but 54:673 (June) 1961. 
oncea day. ISMELIN® sulfate (guanethidine sulfate C/BA) 


(Adapted from Riven and Hall3) 
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from itching 

of ten days. 

tesy of M. Murray Nierman, M. D., Calumet: City, ut) 


Rx: Celestone, 1 tab. q.i.d. for two days, 1 tab. ti. 
| Allergic/intlammatory tlare-up: 
| 


A new achievement in corticosteroid activity: 
CELESTONE (betamethasone) has been called 
“perhaps the most important step ahead since the 
discovery of prednisone and prednisolone...” 
and “unquestionably the most active adrenocor- 
tical steroid we have studied to date.”” Pre-intro- 
ductory clinical studies have established not only 
the high antiallergic/anti-inflammatory activity 
of CELESTONE but also its “low incidence of side 
effects...[and] absence of new toxic effects....”” 


Three significant clinical advantages: In re- 
porting results of a study of 154 dermatologic 
patients, treated up to 9 months, the investigators’ 
cite as “three important clinical advantages of 
betamethasone [CELESTONE]: its almost uniform 
effectiveness at exceptionally low dosages, the 
striking absence of hormonal side effects in our 
series, and the ability of this corticosteroid to elicit 
a good therapeutic response in patients who had 
previously done poorly on other steroids.” 


Rapid remission with new Celestone 


the first major advance in corticosteroid therapy in over 2'/2 years 


Greater utility-ease of use: Gratifying results 
have been achieved with CELESTONE in a broad 
range of steroid-responsive disorders, from bron- 
chial asthma and pollenosis to allergic derma- 
toses, inflammatory ocular diseases and rheuma- 
toid arthritis. Rapid subsidence of allergic or 
inflammatory flare-up can usually be expected 
on average daily dosages of from 2 to 8 tablets. 
The single tablet strength (0.6 mg.) simplifies 
dosage schedules and facilitates proper dosage 
adjustment when patients are switched from 
other corticosteroids. 


Safety-speed factor: Results with CELESTONE in 
353 dermatologic patients’ indicate that “its high 
degree of effectiveness and virtual absence of side 
effects in low dosages, which permit a simplified 
therapeutic regimen, make betamethasone 
[CELESTONE] an exceptionally useful cortico- 
steroid in acute, short-term conditions.” 


For complete details, consult latest Schering literature available 
from your Schering Representative or the Medical Services 
Department, Schering Corporation, Bloomfield, New Jersey. 
Bibliography: 1. Gant, J.Q., and Gould, A. H.: Betamethasone: A Clinical 
Study. Paper presented at First Conference on the Clinical Application of 
Betamethasone — A New Corticosteroid, New York City, May 8, 1961. 


2. Nierman, M.M.: The Use of Betamethasone in Dermatology. Ibid. 
3. Frank, L.: The Place of Betamethasone in Dermatologic Practice. Jbid. 


NEW CELESTONE 


(betamethasone) Tablets, 0.6 mg- 


FLINT, Eaton & Company 


DIVISION OF BAXTER LABORATORIES, INC. 
MORTON GROVE, ILL. 


COMPOSITION: Qne FERROLIP Tablet supplies 333 
mg. of FERROLIP (iron choline citrate chelate), equiva- 
lent to 40 mg. of elemental iron. One teaspoonful (5 ml.) 
of FERROLIP 50 mg. Syrup contains 417 mg. of FER- 

ROLIP, equivalent to 50 mg. elemental iron, One tea- 
spoonful (5 ml.) of FERROLIP 20 mg. Syrup contains 166 
mg. FERROLIP, equivalent to 20 mg. elemental iron. Each 
ml. of FERROLIP Pediatric Drops contains 208 mg. 
FERROLIP, equivalent to 25 mg. elemental iron in a 
pleasantly flavored, nonalcoholic, sorbitol vehicle. 
ACTION AND USES: For treatment of iron-deficiency 
anemias. The iron in FERROLIP is held as a 
complex — to oy way ~ is held in the hemoglobin 
molecule. As a result, ly dissociated iron 
FERROLIP does not release esl” concentrations of free 
ionic — have been reported to 
tress. And the iron stays in ution throughout PB 
range of the G.1 tract for greater absorption and ys ple 


tron sparation. can even given on an 

there of free int mm with 

went risk he i iron is release: a 
physio rate. Thus, an 
can be achieved with and wit = 
any, side effects. 
ADMINISTRATION AND DOSAGE: Adults: 1 to 2 
FERROLIP tablets or | to 2 teaspoonfuls of FERROLIP 
50 mg. Syrup t.i.d.; children, 6 years and older: 1 FER- * e * 
ROLIP tablet or rf teaspoonfuls of FERROLIP 20 mg. 
Syrup t.i.d. Pediatric Drops: 0.5 cc. (9 drops) supplies 
1.5-2.5 M.D.R. for prophylaxis in infants and children 
up to 6 years; therapeutic dose: — of 1 cc. (18 
drops—25 mg.) as determined by phys: 
HOW SUPPLIED: FERROLIP Tablets: "bottles of 100 
and 1000. FERROLIP 50 mg. Syrup: pints. FERROLIP 
20 mg. Syrup: pints and = —— Pediatric 


Drops: 30 cc. plastic, squeeze bot 
ALSO AVAILABLE: FERROLIP ‘Pius Tablets—for the 


treatment of microcytic and macrocytic anemias, combine 

ferrocholinate with the essential B vitamins including A | 
Biz and vitamin C, One tablet b.i.d. In bottles of 60 and 

500 tablets. Also FERROLIP Plus Liquid: 1 or 2 tea- 

spoonfuls t.i.d. In pint bottles. 

FERROLIP OB Tablets—a comprehensive hematinic 

formulation for optimal supplementation during gesta- 

tion—combines ferrocholinate; calcium salts; the essential 

B vitamins including Biz; vitamins A and D; and vitamin 


C. One tablet t.i.d. In bottles of 100 tablets. Also FER- ® 
ROLIP-T—an exceptionally palatable liquid supplying 
high potencies of vitamin B: and Bz to stimulate appetite 


in finicky eaters and convalescing individuals of all ages, 


and to promote optimal growth in below-par children, 
plus generous amounts of vitamin Bs to improve protein 
utilization, and iron in the form of FERROLIP to over- 
come any concomitant iron-deficiency anemia. One tea- 
spoonful daily. In bottles of 4 fluid ounces, 

U.S. Pat. 2,575,6 

LITERATURE: ON REQUEST 


1. FERROLIP is Chelated: a process that binds iron in a chelate complex. Iron is released at a rate 
the body can handle, not in large amounts that irritate the gastric mucosa. 2. FERROLIP is not 
astringent—does not precipitate protein—is soluble in both acid and alkaline media. 3. FERROLIP 
remains in solution throughout the pH range of the G.I. tract, permitting maximum utilization and 
absorption. 4. FERROLIP is so well tolerated it can be given to any patient (even to patients with 
peptic ulcer). 5. FERROLIP is safer to give—safer to keep in the home because chelated iron is 
essentially nontoxic. 6. FERROLIP produces an excellent hematological response. 


*This listing prepared by FLINT, Eaton & Company for Physician's Desk Reference. 
1. Franklin, M., et a/.: JAMA 166:1685, 1958. 


FERROLIP’ 


FLINT, Eaton & Company 


DIVISION OF BAXTER LABORATORIES, INC. 
TON GROVE, ILL. 


Volume XXIV, Number 3 GP 


Ss 

* 

| 
} 

4 

= 

= 

\ 

| 
| 
if 
| 
| } 
9° 


hand 


Relieve both 


Equacesic not only relieves the arthritic patient’s pain and re- 
duces inflammation, but also improves his outlook by controlling 
the anxiety that magnifies pain. The muscle-relaxant action of 
Equacesic often allows improved mobility of limbs, thus preventing 
disabling atrophy and wasting of muscle. 


Eaquacesic will relieve pain, muscle spasm, and tension in a 
variety of musculoskeletal disorders. Analgesic action is potent, yet 
non-narcotic. Antianxiety, anti-inflammatory, and muscle-relaxant 
actions are prompt and reliable. 


Wyeth Laboratories Philadelphia 1, Pa. 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® (Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


TABLETS 


For further information on limitations, administration and prescribing of Equacesic, 
see descriptive literature or current Direction Circular. 


| 
| 
arthritic symptoms with Equagesigg 
5 
EDICI 


For recurrent or chronic constipation in patients of all ages. 
A peristaltic stimulant acting through the blood stream spe- 
cifically upon the intramural myenteric plexus of the colon. 
Motility of the small bowel not affected. Evacuation within 
6 to 12 hours without cramping or griping. Each scored tablet 
contains 75 mg. of 1,8 dihydroxyanthraquinone. 


with DORBANTYI® 


added Orange and Black Capsules 
stool- 


softening 
effect 


A dual-purpose bowel evacuant, combining 
the stool-softening effect of dioctyl sodium 
sulfosuccinate (50 mg.) with the non-griping 
peristaltic stimulation of Dorbane (25 mg.) in 
each capsule. This combination brings relief 
in “hard stools” constipation or fecal impaction. 


for DORBANTYL FORTE 

extra Orange and Gray Capsules 

potency The advantages of Dorbantyl in double- 
strength potency for convenience and econ- 
omy. Especially useful in geriatric practice and 
in patients recalcitrant to ordinary laxatives 
through prolonged use or habituation. 


Riker Northridge, California 
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when patients complain of vas: | 


MYLICON 


MYLICON relieves the gastrointestinal distress 
roduced by entrapped gas. MYLICON’s defoam- 
ing action changes the surface tension of gas 
bubbles, permitting them to coalesce. This gas is 
released and eliminated by belching or passing 
atus. MYLICON is physiologically inert, nontoxic. 
Gas entrapment and distention can result from 
Spastic Colitis, Aerophagia, Postoperative Gas, 
Postgastrectomy Syndrome, Hyperacidity, Hia- 
tus Hernia, Diverticulitis, Gastric and Duodenal 
cers. 


Pleasant tasting, soft chewable tablets can be taken 

ithout water. 

One white scored tablet contains: 
Methylpolysiloxane, a silicone 

DOSAGE: one tablet after each meal and at bedtime. 


SUPPLIED: bottles of 100 and 500 tablets at all 
pharmacies. 


References: “Intestinal Gas and Bloating; Treatment with 
= Methylpolysiloxane;’ Am. Pract. & Dig. of Treat., 11:52. 
(Jan.) 1960. 
“Use of Silicone in the Treatment of Intestinal Gas and 
Bloating; J.A.M.A., 174:2052, (Dec. 17) 1960. 
lo NEW MYLICON® DROPS 
for infant colic caused by excessive air swallowing or 
inability to belch or pass flatus. 


_MYLICON DROPS (0.3 cc. to 0.6 cc.) can be given 
tly from the dropper or added to each feeding. 
Each 0.6 cc. represents 40 mg. of methylpolysiloxane, 
uivalent to one MYLICON tablet. 


vailable at all pharmacies in bottles of 30 cc. of drops. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 


11881/4100 
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AVacation from Hay Fever 


is a Real Vacation 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor 
and decongestant. 
Thenfadil® HCl, 0.1% 
— potent topical 
antihistaminic. 
Zephiran® Cl, 1:5000 
antibacterial wetting 
agent and preservative. 


ANYWHERE ANYTIME 


Just a “poof” of fine NIZ spray 
brings relief 1n sEcoNDs, FOR HOURS 


LZ. NASAL SPRAY 


Supplied in leakproof AS 
pocket size 
squeeze bottles of 20 ce, 


LABORATORIES 
New York 18, N.¥. 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 


reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 
Dosage: The following dosages are ded in rh d arthritis: _ 

Maintenance 

oe 12 to 16 mg. ... 6 to 12 mg. 
Moderately severe ...... Sto lO mg. 4to 8 mg. 


Children 6 to 


“TRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY JUNE, 1963 


September 1961 


Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits fextteiemmeny, antiallergic, anti- 
) have been demonstrated in acute 

ic carditis, rh d arthritis, bg hay fever and allergic dis- 
blood os and ocular inflammatory disease involv- 


orders, di 
ing the posterior segment. 

and i Because of Medrol’s high Sone ratio, 
petlenss usually experience dramatic relief without developing such 
steroid side effects as g weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 
As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, osteoporosis, chronic psychotic reactions, predispo- 
sition to thromb ngestive heart failure, renal insuf- 
ficiency, or active ‘tuberculosis 1 necessitates careful control in the use of steroids. 
Like all corticosteroids, Medrol is contraindicated in patients with arrested 
tuberculosis, peptic ulcer, acute psych Cushing's sy herpes simplex 


keratitis, vaccinia, or vari: 
Medrol 


Medules 
[Upjohn 


Approximately 135 
tiny “doses” 

mean smoother steroid 
therapy 

Each capsule contains: . 

Medrol (methylprednisolone) 4 mg. 
Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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physicians 


a margin of safety with 
butterfat replacement in 
Baker’s Modified Milk 


Total replacement of butterfat with highly refined vegetable oils 
provides definite advantages in the feeding of infants. 


Baker’s Modified Milk replaces a// butterfat 
CO gain: 


e reduced incidence of vomiting and diarrhea resulting from the 
absence of butyric, and reduction of caproic acids.! 


e no sour odor of regurgitation since butyric acid has been 


1. Jeans & Marriott: Infant Nutrition, Ed. 4, beset 
Mosby (1947) 2. Hoagland, R. & Snider, eliminated. 

G. G. : J. Nutrition 26:219 (1943) 3. Hansen, 

A.E., etal: J. Nutrition 66:565 (1958) e increased digestibility and fat absorption resulting from a % 


reduction of the high-molecular-weight saturated fatty acids — 
palmitic and stearic.” 


e optimum caloric efficiency and protection of skin integrity 
because 6% of calories are present as essential linoleic acid.? 


Since the infant’s health depends upon sota/ adequacy of his diet, 
Baker’s Modified Milk also provides an optimum protein level 
(3.7 grams per kg. of body weight per day), 7% carbohydrate 
as multiple sugars, and the Recommended Daily Allowances 
of vitamins and iron. 

That is why...more and more physicians and hospitals specify 
Baker’s Modified Milk. It is complete. Made only from Grade 
A milk. Liquid or powder— at low cost per feeding. 


Bakers 
MODIFICD MILK 


scientifically formulated to duplicate 
the nutritional results of human milk 


THE BAKER LABORATORIES, INC., Cleveland 15, Ohio 


OPTIMUM x» NUTRITION 
Providing all the normal dietary requirements 
plus a reserve for stress situations while avoiding 
the hazards of excessive amounts of individual 
nutrients. 


3 
2 


NEW 


for 


FATIGUE 


Spar 


MEDICINE 


tase 


physiologic anti-fatigue agent 


age 
at 
hi 
; 
the. 
~ 
| 
af 


NEW 


physiologic agent 
for many cases 


FATIGUE 


Spart 


TABLETS 


og = 


a 
; 
4 
SERVICE 
TO . Ss 
a MEDICINE 
fi 
| 


Fatigue... tiredness ... weariness... 
are common patient complaints. 
SPARTASE, a new anti-fatigue 

agent, may now help you manage 
many of these cases. 


Counters fatigue naturally... 

with high order of safety 

SPARTASE provides natural, physiologic 
treatment for fatigued patients. 

It may be used either alone in 
functional disorders or, adjunctively, 
in the presence of organic disease. 


Not a CNS stimulant, enzymatic 
inhibitor or antidepressant. 


In selected cases, SPARTASE 
restores normal work capacity. 


Tablets 


SPARTASE® 


Potassium and Magnesium Aspartates, Wyeth 
OFFICIAL BROCHURE 


SPARTASE is a mixture of equal amounts of the potassium and 
magnesium salts of aspartic acid. Pharmacological and clinical 
observations have been made which indicate that SPARTASE par- 
ticipates in intermediary metabolism in such a fashion as to be 
effective therapeutically in the management of fatigue. 
General Pharmacological Properties— The IP and PO 
LDs) values for SPARTASE in rats are 4 and 19 grams/kg., 
respectively. 

The pharmacological activity of aspartic acid has been the subject 
of numerous publications!-§ and need not be reviewed. 

Laborit et al.*!° studied the effects of the combined K and Mg 
aspartates on groups of white rats subjected to the standard 
swim test. It was found that duration of swim after this therapy 
was significantly prolonged over that achieved with other regimens 
attempted. After a standard rest period of 214 hours, the aspartate- 
treated animals again swam longer than any other group. 
Plasma ammonia levels were measured in groups of rats similarly 
exposed to swim effort and drug therapy. Increase in ammonia 
levels noted in the controls!! was not seen in the group pretreated 
with the aspartates. 

A group of 16 dogs breathing a mixture of 90% oxygen and 
10% COs, was given the combined salts of aspartic acid parenter- 
ally. Plasma and expired CO, tension decreased, and plasma 
urea concentration increased immediately!?. 

The administration of K and Mg aspartates to athletes demon- 
strated a positive effect on neuro-muscular irritability, a significant 
reduction in existing fatigue and a significant prophylactic effect 
against the induction of fatigue!®-!3.14, 

Iindications—The use of SparTAse for the treatment of fatigue 
is not intended to supplant specific treatment for accompanying 
organic disease or to substitute for specific indications for 
potassium. 

SparTAse has a wide range of clinical utility in the management of 
the fatigue syndrome. It may be used effectively in the manage- 
ment of many fatigue problems, whether or not associated with 
functional or organic disease. SPARTASE is particularly useful in 
treating the tired patient with no evidence of organic dysfunction. 
Dosage and Administration—The adult dose of SPARTASE 
is two 500 mg. tablets after the morning and evening meals. 
Approximately four days therapy are required before subjective 
clinical improvement may be noted; it is suggested that SPARTASE 
administration be continued for at least two weeks before the 
patient is re-evaluated. 

Contraindications and Side Effects—Nausea, abdominal 
discomfort and diarrhea have been noted occasionally. These 
symptoms may be minimized by proper administration of dose 
after meals. 


~There are no known contraindications to SpARTASE therapy. 


References—1. H. Kamin, P. Handler: J. Biol. Chem. /93:873-80 (1951). 
2. H. Resnik, M.F. ee Am. ad Med. Sci. 192:520-5 (1936). 3. J.A. Brock- 
man, Jr., SL. Burso : Proc. Soc. Exptl. Biol. Med. 94:450-2 (1957). 4. H.H. 
Tallan: Biol. :41- 5 (1957). 5. J. Miller, V. W. Ciacci, S. P. Reimann: 
Growth 5:329-50 (1941). 6. S. Edlbacher, K. Schmid: Helv. Chim. Acta 28: 
1079-88 (1945). 7. D.P. Tschudy, M. Marshall, A. Graff, S. Graff: Cancer 
11:984-95 ne 8. M.N. on R.S. Flippin: Ar Arch. Biochem. Biophys. 
64:246-8 (1956). 9. H. Laborit, Moynier, A ki, G. Guiot, C. Baron: 


Compt. soc. 151: 1383-6 (1957). 10.C. Vial: des Tournelles, 
Paris, 1959. 11. H. Laborit, L. Obrenovitch, P. caren oe. rend. soc. 
biol. 152: 1359-60 (1958). 12. H. Laborit, P. Niaus , B. Weber, 
J. Martin, C. Baron: Compt. rend. soc. biol. 152: 1094-7 (1958). Thiebault: 
Bull. mens. soc. med. mil. franc. 52:139-49 (1958). 14. H. Laborit, B. Weber, 
P. Niaussat, J.M. Jouany, G. Guiot, J. Zawadowski, C. Baron: Anesthésie et 


sie 15:480-94 (1958). 
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A NEW CHEMICAL 


Brand of al hydrate 


A TRUE BUFFER-ANTACID 


the non-chew tablet that works 
like a liquid in speed of action 
and duration of relief 


w works as fast as a liquid... adjusts pH to the 
safe 3.5-5.5 therapeutic range within seconds 


m sustains buffering action like a liquid... main- 
tains a physiologic pH for prolonged periods 


LIQUID ACTION WITH TABLET CONVENIENCE 

Now for the first time, your patients can enjoy liquid 

effectiveness with tablet convenience — and because 

‘‘RIOPAN”’ is a Swallow tablet, there is no taste fatigue 
.nor have side effects been a problem: no alkalini- 

zation — no acid rebound — no constipation — no 

diarrhea. 


THE PHARMACOLOGIC BASIS FOR “‘RIOPAN” 
EFFECTIVENESS 

‘RIOPAN”’ is an entirely new chemical entity in which 
two agents with well established antacid properties 
—magnesium and aluminum hydroxides—are united 
in a single molecule by a patented process (U. S. Pat. 
2,923,660). This chemical union makes possible a 
small, wafer-thin tablet that acts within seconds, 
providing therapeutic pH adjustment almost 
immediately. 


OoOpan a n SWALLOW TABLETS & SUSPENSION 


a new advance in liquids, too 


RIOPAN” Suspension 


“‘RIOPAN’’ Suspension offers a welcome taste change 
—retreshingly cool, clean mint flavor with no after- 


_ taste—and predictable buffering action, almost im- 


mediately providing a uniform, physiologic pH range 
in both large and small amounts of HCl, even with 
varying dosage. 


Dosage: 1 or 2 tablets swallowed with water as required, 
or 1 or 2 teaspoonfuls of suspension with water as re- 
quired; preferably between meals and at bedtime. 


NOTE: In peptic ulcer, and whenever continuous control 
of acidity is desired, many clinicians prefer to give antacid 
medication at hourly intervals throughout the day. 


Supplied: ‘‘riopan’’ Tablets, No. 790 — Each tablet con- 
tains 400 mg. Monalium hydrate (hydrated magnesium 
aluminate). Packages of 60 and 500 in individual film 
strips of 10 tablets. 


“‘RIOPAN’’ Suspension, No. 906 — Each teaspoonful con- 
tains 400 mg. Monalium hydrate (hydrated magnesium 
aluminate). Bottles of 12 fluidounces. 


AYERST LABORATORIES 
New York 16, N. Y. « Montreal, Canada 


works like liquid 
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if fatness is the problem, the skinfold test will tell... 


Studies emphasize that persons of “normal” body weight exhibit differences 
in their fatness and that body weight is an imperfect guide to body fat.*-4-* 
Recently, the calibrated measurement of skinfolds has received increasing 
clinical attention as a method of measuring obesity — because of its sim- 
plicity, rapidity and accuracy.!* 

Measurement is made at selected sites with special constant tension calipers.’ 
Detailed information on the skinfold test is given in a special booklet, 
available to physicians on request. 


the skinfold test 


NEW 
BAMADEX 


Oextro-amphetamine sulfate with meprobamate 


SEQUELS 


Sustained Release Capsules 


NEW BAMADEX SEQUELS contain the appetite-suppressant, 
d-amphetamine, effectively balanced with the tranquilizer, 
meprobamate, for sustained, effective appetite control 
without overstimulation of the central nervous system. One 
BAMADEX SEQUELS capsule suppresses appetite up to 8 
hours...carries the patient through the critical period of 
compulsive eating... helps establish a new pattern of eat- 
ing less—the ultimate aim of therapy. 

Each capsule contains: d-amphetamine sulfate, 15 mg.; meprobamate, 300 mg. Dosage: One capsule one-half hour 


before breakfast. Supply: Bottles of 30. Precautions: Use with caution in patients hypersensitive to sympathomi- 
metic compounds, who have coronary or cardiovascular disease, or who are severely hypertensive. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS FROM YOUR LEDERLE REPRE- 
SENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 

References: 1. Best, W.R.: J. Lab. & Clin. Med. 43:967 (1954). 2. Brozek, J. and Keys, A.: Nutrition Abstr. & Rev. 20:247 
(1950). 3. Garn,$.M. and Shamir, Z.: In Methods for Research in Human Growth. Charles C. Thomas, Springfield, !!!., 1958, 
p. 64. 4. Mayer, J.: Postgrad. Med. 25:469 (1959). 5. Tanner, J.M.: Proc. Nutrition Soc. 18:148 (1959). 


(Lange Skinfold Caliper courtesy of Kentucky Research Foundation, Wenner-Gren Aeronautical Research Laboratory, 
University of Kentucky, Lexington, Kentucky) 


(Getorie)) LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pear! River, New York 
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nearly identical to mcther’s milk’ 
in nutritional breadth and balance 


new infant formula 


Infant formula 


Enfamil babies are satisfied babies. Weight gains are good, and 
regurgitation is minimal. 

Normal stool patterns. Enfamil was compared with 3 other formulas 
in a well-controlled institutional study.” Stool frequency was low, 
and stool consistency was intermediate between the extremes of firm- 
ness and softness. 


Enfamil is nearly identical to mother’s milk! 
e in caloric distribution of protein, fat and carbohydrate ¢ in vitamin 
content (except Vitamin D which is adjusted in accordance with 
NRC recommendations)* ¢ in osmolar load ¢ in ratio of unsaturated 
to saturated fatty acids e in absence of measurable curd tension for 
enhanced digestibility. 
*400 units of Vitamin D per quart of normal dilution. 


1. Macy, I. G.; Kelly, H. J., and Sloan, R. E.; with the Consultation of the Com- 
mittee on Maternal and Child Feeding of the Food and Nutrition Board, National 
Research Council: The Composition of Milks, Publication 254, National Academy 
of Sciences and National Research Council, Revised 1953. 2. Brown, G. W.; Tuholski, 

. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: Evaluation of Prepared Milks 
or Infant Nutrition; Use of the Latin Square Technique, J. Pediat. 56:391 (Mar.) 1960. 


\ Mead Johnson 
Laboratories 
Symbol of service in medicine 


© 1961, BY MEAD JOHNSON & COMPANY 
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RESTORE 
Vi T ALI TY... tothe under-par child”* 


comprehensive liquid hematinic 


e corrects iron deficiency 
e restores healthy appetite 
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Farewell to an Award 


FouR YEARS AGO, the American Academy of 
General Practice hinted that it would look with 
complete approval on an AMA decision to dis- 
continue its controversial ‘General Practitioner 
of the Year” award. Finally, in June, the AMA 
House of Delegates dumped the award. The vote 
was 128-64. The dumping was done over the 
earlier protests of AMA Board Chairman Julian 
Price and the AMA’s Communications Division. 

When the nation’s second largest medical 
association, representing the views and interests 
of the general practitioner, goes to the AMA with 
a request, it has every reason to expect favorable 
consideration. If this approach fails or is ignored, 
the Academy can inspire action only by taking 
its case to the individual delegates. 

On almost every issue, the Academy stands 
with the AMA. On numerous occasions, the 
Academy’s desire to function as a member of the 
team has been clearly expressed. At the same 
time, the Academy has pointed out that it re- 
serves the right to disagree on matters of prime 
importance to the family doctor. No one can 
expect the Academy to rubber-stamp every AMA 
decision. We do not believe that to do so would 
properly serve the best interests of the nation’s 
80,000 physicians in the general practice of 
medicine and surgery. 


Please, Virginia—It’s GP 


WE THINK GP is a fine name for a medical maga- 
zine mailed to 30,000 family doctors. It says, 
very succinctly, “Here is a scientific publication 
for physicians in the general practice of medicine 
and surgery.” 

Nevertheless, we get letters in every mail 
addressed to General Practice or General Practi- 
tioner (we’ve had one or two addressed to Group 
Practice). Such liberties with an established, 11- 
year-old, copyrighted name always make us 
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cringe. We’re even mildly hurt when people in- 
sist on adding periods (it’s GP, not G.P.). 

A few weeks ago, however, came the straw 
that broke the poor, old camel’s back. The letter, 
which probably should be framed, was boldly 
and forthrightly addressed: ‘‘Circulation Depart- 
ment, Government Publications . . .” 

O.K., we quit—thankful only that it wasn’t 
from a physician. 


Presidential Longevity 


WITH JFK in the White House at the tender age 
of 44 and three living ex-Presidents in our midst, 
there is impressive evidence at hand that the job 
can’t be too bad on health. Actually, this point 
is not at all established. The 15 deceased Presi- 
dents (from Lincoln to FDR) lived a total of 165 
years after their inauguration. Thus the com- 
bined expectation of life of these men (on acces- 
sion to the presidency) was slightly over 290 
years. Even with those assassinated in office— 
Lincoln, Garfield and McKinley—omitted, the 
actual shortening of life span in the post-Civil 
War era averaged 6.6 years per man. The earlier 
leaders seem to have been somewhat hardier. 
Thomas Jefferson, for example, died July 4, 1826, 
at the age of 83. This was, by historical coinci- 
dence, the same date John Adams died at age 90. 


Robert Ruark’s Health Care Plan 


AS A WRITER, and possibly even as a self-styled 
authority on Africa, Columnist Robert Ruark 
has few peers. The man’s a magician with words. 
His typewriter contains a wealth of colorful 
phrases, carefully blended by the master into a 
fascinating collection of verbiage. He seldom says 
very much but what little he says is couched in 
words and phrases such as flow from few pro- 
fessional penmen. 

We were recently exposed to Ruark’s opinion 
of the AMA or, in his words, the “sawbones 
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guild.”” Knowing more about the AMA than 
Ruark can ever hope to know (even if he made 
an effort to learn), we largely dismissed his com- 
ments as those of a man who must fight wind- 
mills if he wants to eat. 

One comment, however, disturbed us. In our 
opinion, it comes close to being totally irrespon- 
sible. Says Ruark: “He [the physician] still pro- 
tects his standing with a lot of witch-doctor 
mumbo-jumbo about prescriptions and ethics, 
but the fact is that he has sold his curative func- 
tion to the pharmacists—any of which, I might 
say, is equally competent to diagnose and pre- 
scribe as the London-suited low-handicap sooth- 
sayer on the other end of the phone.” 

We suggest, rather strongly, that Ruark doesn’t 
know what he’s talking about. But if he really 
believes his own copy, then he has no reason to 
be disturbed about the fact that doctors take 
vacations (this seems to be a source of annoyance 
to the man). The next time he’s sick, no matter 
what the ill or ailment, all he has to do is trot 
down to the corner drugstore and let his friendly 
pharmacist “diagnose and prescribe.”’ He better 
go well armed—with his undying faith, a rabbit’s 
foot and a horseshoe. 


Uncle Wilfred 


OUR FRIEND Uncle Wilfred understands that a 
gentleman from Pine Plains, N.Y., has not been 
permitted to set up five 1,000-year trust funds 
that would be worth almost $10 quadrillion by 
the year 2961. According to newspaper stories 
Uncle Wilfred reads, our world apparently isn’t 
worth that much and the trust funds would upset 
the economic applecart. 

Uncle Wilfred disagrees. He favors letting the 
gentleman establish the trusts because he’s quite 
sure that by 2961, $89 quadrillion dollars prob- 
ably won’t buy one box of good cigars. By then, 
he adds, everyone will be a quintillionaire, strug- 
gling to make ends meet. : 
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Hazards of the Cycle 


THERE ARE SOME possible dangers connected 
with being a woman which are said to be corre- 
lated with stages in the menstrual cycle. Studies 
from England indicate that accidents occur to 
women three to four times more often just before 
or during the first few days of menstrual bleeding 
as compared to the rest of the cycle. If that isn’t 
problem enough, the dear girls must look forward 
to an increased susceptibility to colds in the 
middle of the cycle. This latter fact seems dem- 
onstrated from work at the University of Illinois 
where susceptibility to inoculation with cold 
viruses in volunteers was found to be much higher 
about the time of ovulation. Everyone knows 
that the woman is not the weaker sex, but it 
seems that at times she is weaker than at others. 


Help from the AMA 


IN A RECENT LETTER to Sen. Lister Hill, chair- 
man of the Senate Labor and Public Welfare Com- 
mittee, AMA Executive Vice President F. J. L. 
Blasingame outlined progress relating to the 
AMA’s new scholarship and student loan pro- 
grams. These efforts are to be commended. They 
are reported here to keep our readers informed. 

The scholarship program has already been 
authorized by the AMA House of Delegates. Each 
year, a Student Honors Commission will select 
approximately 50 students who want to be doc- 
tors but can’t afford a medical education. Each of 
these students will receive nonrefundable grants 
($1,000 a year for four years). 

In addition, the AMA hopes to help by cosign- 
ing low-interest notes with deferred repayment 
provisions. Efforts are now being made to estab- 
lish a central fund for this purpose. 

As mentioned earlier, these efforts are to be 
commended. We further hope that the AMA can 
count on the full and continuing cooperation of 
constituent and allied associations. 
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From the 
Medical Editor’s Desk 


Medical Jargon 


SEVERAL MONTHS AGO this column called atten- 
tion to the poor English used by many physician- 
authors. We had not intended to comment on this 
same subject again at this time. However, a re- 
cent editorial, by Dr. W. B. Bean in the Archives 
of Internal Medicine brings the subject back to our 
attention. 

Dr. Bean’s opening sentence aptly expresses 
the theme of the editorial: “Some people float 
about in a linguistic fog and never forsake it for 
the world of clarity.’’ Several points are worth re- 
peating here. The words “modality” and “‘param- 
eter” both have such restricted meanings that 
they may rarely be used but both are now fash- 
ionably misused on many occasions. A common 
error of expression is ‘‘sterile hypodermic,’’ when 
what is actually meant is the injection of an inert 
material as a placebo. Let’s hope that the hypo- 
dermic is always sterile! 

Physicians seem to delight in the use of long 
words where simple Anglo-Saxon terms would be 
better. We usually do not have as good a reason 
for using long words as did Theodore Roosevelt 
when he used the term “intestinal fortitude’”’ for 
the simple Anglo-Saxon “guts,” so as not to of- 
fend the sensibilities of Victorian ladies and gen- 
tlemen. 

We might even go beyond the scope of Dr. 
Bean’s editorial to point out the sad state of 
learning among so-called educated men and 
women. This applies not only to physicians, but 
to engineers and those with Ph.D. degrees in 
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many fields. Many are incapable of expressing 
themselves clearly when writing or speaking. It 
has even become necessary for some medical 
schools and hospitals to hire medical writers to 
assist authors in writing their manuscripts. Oc- 
casionally the situation is so bad that the final 
product might well be termed a ghost-written 
article. The “expert” assistance given to authors 
by pharmaceutical houses on papers written 
about sponsored drugs can often be put in the 
above category. 

The trouble begins in the primary grades, 
where students are not properly grounded in good 
English syntax. Careless habits develop, made 
worse by television and radio use of poor English. 
In high school, only occasional feeble attempts 
are made to correct the defects in grammar and 
spelling. By the time the student enters college, it 
is almost impossible to make significant changes 
in poor language habits. 

In the past, when questions on examinations 
were of the discussion type, students were forced 
to write clearly in order to obtain good grades. 
Now, with multiple choice questions, which are 
easy for the examiner to mark, the student does 
not even have an incentive to express himself 
clearly and concisely in good English. Precision 
in English is exemplified in the story attributed 
to Noah Webster who was one day caught by 
his wife in the act of kissing the maid. Said his 
wife, “Noah, I am surprised.”” Noah promptly 
answered, “No, no, my dear. J am surprised. 
You are astonished.” 

We need more doctors these days who will fol- 
low the great tradition of Dr. Oliver Wendell 
Holmes and Sir William Osler. The medical es- 
says of these physicians are good literature in 
addition to being of scientific value at the time of 
writing. Possibly what we need now are com- 
prehensive review courses in English composi- 
tion, especially for the doctor who writes medical 
articles or presents scientific papers. 

ARTHUR C. DEGRAFF, M.D. 
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The Pickwickian Syndrome 


EDWARD D. FROHLICH, m.p. 


Department of Medicine 
Georgetown University School of Medicine 
Washington, D.C. 


The name “Pickwickian syndrome” is deriwed 
from Dickens’ classic description of this condition. 
If heart failure is present, specific 

therapeutic measures must be instituted. 

With reduction in weight, respiratory function 
improves, polycythemia disappears 

and blood viscosity falls. 

This leads to improved cardiac function. 


IN RECENT YEARS there have been many papers 
published focusing attention on the occurrence of 
a cardiopulmonary syndrome incriminating ex- 
treme obesity as its etiology. The case reports 
have shown that the presenting manifestations of 
this syndrome may be quite variable and localized 
to one or more of several organ systems. 


Historic and ‘‘Literary”’ Background 


The earlier reports in the literature are prima- 
rily concerned with the clinical features associ- 


ated with this syndrome. In 1937, Spitz described ~ 


three extremely obese patients who had symp- 
toms of narcolepsy, periodic breathing and som- 
nolence. One had polycythemia which, along with 
narcolepsy, disappeared on weight reduction. In 
1939, Olsen and Wilius reported a patient with 
Ayerza’s disease complicated by hypertension 
and marked obesity. He had evidence of right 
heart failure with cyanosis and polycythemia. 
After losing weight, he improved markedly. 
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In later reports attempts were made to offer a 
cause for the relationship between extreme 
obesity, central nervous system findings and 
polycythemia. Cutting suggested a hypothalamic 
origin, while Newman, Feltman and Devlin 
postulated the polycythemia was secondary to 
respiratory center depression. 

Cutting pointed out that polycythemia was 
a frequent finding in narcolepsy. Weil and Prasad 
reported five extremely obese patients with 
polycythemia; in three of these patients poly- 
cythemia was reversed by weight reduction alone. 
Pulmonary function studies revealed alveolar 
hypoventilation and suggested that the inade- 
quate ventilation produced arterial oxygen de- 
saturation and a secondary polycythemia. These 
patients also demonstrated the clinical features 
of periodic breathing and intermittent heart 
failure. 

Secondary polycythemia has also been de- 
scribed in other diseases associated with alveolar 
hypoventilation. For example, this occurs in 
large abdominal tumors such as uterine fibromy- 
omata, muscle wasting diseases such as poli- 
omyelitis and central nervous system tumors. 

With the advent of cardiac catheterization as a 
research and diagnostic tool, the investigation of 
the underlying cardiopulmonary pathophysiology 
was revitalized. Auchincloss, Cook and Renzetti 
reported arterial hypoxia and hypercapnia with 
pulmonary hypertension in a patient with alve- 
olar hypoventilation. This patient also had sec- 
ondary polycythemia. Johnson, Lillehei and Mil- 
ler studied two patients with similar findings and 
in addition suggested a right-to-left intrapulmo- 
nary shunt existed in these patients in the supine 
position. It was thought that obesity caused this 
shunt. Later that year, in 1955, Sieker, Estes, 
Kelser and McIntosh reported a cardiopulmonary 
syndrome associated with obesity. But, before 
this abstract was reported in detail, Burwell re- 
ported another patient with these findings and 
labeled this syndrome with the attractive name: 
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the Pickwickian syndrome. He included in his in- 
teresting paper an excerpt from Dickens’ classic 
describing the fat boy as ‘young dropsy,”’ “young 
opium eater’ and ‘“‘young boa constrictor’ (al- 
luding to his obesity, somnolency and excessive 
appetite, respectively). It might be worthwhile 
for us, also, to note Dickens’ description: 

.. @ most violent and startling knocking was 
heard at the door; it was not an ordinary double 
knock, but a constant and uninterrupted succession 
of the loudest single raps, as if the knocker were 
endowed with the perpetual motion, or the person 
outside had forgotten to leave off. 


titi 


“Mr. Lowton who was washing his hands in a 
dark closet hurried to the door . . . The object that 
presented itself to the eyes of the astonished clerk, 
was a boy—a wonderfully fat boy—habited as a 
serving lad standing upright on the mat, with his 
eyes closed as if in sleep. He had never seen such a 
fat boy, in or out of a traveling caravan; and this, 
coupled with the calmness and repose of his appear- 
ance, so very different from what was reasonably to 
have been expected of the inflictor of such knocks, 
smote him with wonder. 

“‘ ‘What's the matter?’ inquired the clerk . . . 

“The boy made no sign. He breathed heavily, but 
in all other respects was motionless. 


AV, AV, 


+ 
+ 


FIGURE 1. The electrocardiogram in Case 1. This tracing 
reveals a sinus bradycardia, first degree heart block, a QS 
deflection in lead I and V-1 through V-6 with an R wave 
first appearing in V-7, at the posterior axillary line. The 
electrocardiogram was shown to Dr. Robert P. Grant (Na- 
tional Heart Institute) who first suggested the — of 
the Pickwickian syndrome. 
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“The clerk repeated the question thrice, and re- 
ceiving no answer, prepared to shut the door, when 
the boy suddenly opened his eyes, winked several 
times, sneezed once, and raised his hand as if to re- 
peat the knocking. Finding the door open, he stared 
about him with astonishment, and at length fixed his 
eyes on Mr. Lowton’s face.” 


Case Reports 


In the past few years we have followed several 
such patients at the District of Columbia General 
Hospital and the Georgetown University Hospi- 
tal. Cardiac catheterization and pulmonary func- 
tion studies were not performed in some of these 
patients because of the extreme clinical state. 
Yet, all patients had the minimal features neces- 
sary to establish the diagnosis (Table 1). The 
presenting manifestations are variable in the pa- 
tients we have seen; Table 2 shows the protean 
nature of these presenting features. 

CasE 1. The first patient that we saw was a 61- 
year-old colored woman who was admitted to the 
hospital unconscious. She had been unresponsive 
for three days. She had a history of “heart 
trouble” and hypertension for two years and had 
been obese all her life. On admission, her blood 
pressure was 220/110, her pulse rate was 60 and 
her respirations approximately 12 per minute and 
of a periodic nature. She was comatose, lying flat 
in bed and grossly cyanotic. She weighed 243 lb. 
and was 5 ft. tall. There was no venous disten- 
tion. She exhibited severe nuchal rigidity. The 
heart sounds were distant and respirations were 
shallow. There was a left-sided hemiparesis; re- 
flexes were confirmatory for an upper motor neuron 
lesion. The electrocardiogram is shown in Figure 
1. The lumbar puncture was atraumatic and re- 
vealed an elevated pressure and grossly bloody 
spinal fluid. Hemogram revealed polycythemia 
(hematocrit 69). Arterial blood samples drawn 
when the patient had cleared neurologically but 
was cyanotic revealed a carbon dioxide combin- 
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FIGURE 2. “The patient had been in an illegal gambling 
game and had fallen asleep. He was the only person left when 
the police arrived . . 


ing power of 81 volumes per cent, and when 
acyanotic after forced breathing, 63 volumes per 
cent. The arterial pH was 7.35. The patient con- 
tinued to improve and was finally discharged and 
followed in the outpatient department. There 
was some residual left-sided weakness. Pulmo- 
nary function studies revealed alveolar hypoven- 
tilation. When last seen, she had lost considerable 
weight (32 lb.), and the polycythemia had dis- 
appeared. Blood pressure was 150/90. 

Comment. A hematologic work-up excluded the 
possibility of erythremia and pulmonary func- 
tion studies established evidence of alveolar hy- 
poventilation without evidence of intrinsic pul- 
monary parenchymal disease or chest wall 
aberrations. Random arterial carbon dioxide 
saturation studies showed a persistent eleva- 
tion, which, with her 
cyanosis, could only be 


explained by alveolar 
hypoventilation. Dur- 


ing her convalescence, 

it was observed that Clinical Manifestations 
with trained, forceful of the Pickwickian 
breathing, cyanosis Syndrome 

could be made to dis- 

appear. These observa- 

tions tended to confirm 1. Marked Obesity 

several points in the 2. Somnolence 

history that were re- 3. Periodic Respiration 
vealed after recovery 4. Intermittent Cyanosis 
from her stroke. For ex- 5. Polyecythemia, Secondary 
ample, there was a his- 6. Right Axis Deviation (ECG) 
tory of somnolence while 7. Right Ventricular Hypertrophy 
she was seated talking 8. Right Heart Failure 

with friends. Her family 9. Twitching 
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TABLE 2. 


Presenting Features in Relation 
to Different Organ Systems 


CENTRAL NERVOUS SYSTEM 


Somnolence 


PULMONARY 


Hypoventilation 


Carbon dioxide narcosis 
“Pseudobrain tumor” 
Cerebral thrombosis 


CARDIOVASCULAR 


Right heart failure 

Peripheral edema 

Ascites, Hepatomegaly 

Right ventricular hypertrophy 
Blood pressure variation 
Paroxysmal nocturnal dyspnea 


HEMATOPOIETIC 


Polycythemia, secondary 

Blood dyscrasias 

(Bleeding tendencies, 
i.e., gastrointestinal) 


Periodic respiration 
Cyanosis 

Stertorous respiration 
Dyspnea, Orthopnea 


RENAL 
Nocturia 
Polyuria 


Polydipsia 
Albuminuria 


MUSCULOSKELETAL 


?Thrombophlebitis 


TABLE 3. 


Pulmonary Function Studies 


Alveolar 


Hypoventilation 


(Pickwickian 
Test Syndrome) 


Pulmonary 
Emphysema 


Arterial Oxygen Saturation: 


Resting 
Exercise 
Arterial 
Resting 
Exercise 


Total Lung Capacity 


Residual Volume/ 
Total Lung Capacity 


Vital Capacity 


Decreased 
Normal 


Elevated 
Normal or Slightly 
Elevated 


Normal or Decreased 


Normal 
Decreased 


Decreased 
Decreased 


Elevated 
Elevated 


Increased 


Increased 


Normal or 
Increased 


noted that during these periods of somnolence 
she exhibited cyanosis and some muscular twitch- 
ing. 

CASE 2. A 39-year-old man was referred for ad- 
mission with the tentative diagnosis of pulmo- 
nary infarction. One week before admission he fell 
asleep while walking and sustained a contusion 
of his left pretibial region as a result of falling 
down a flight of stairs. The contusion became 
secondarily infected and was thought to be 
thrombophlebitis. Other pertinent physical find- 
ings were: periodic respiration, fever, “‘uncon- 
scious several times during the admission exam’”’ 
(actually, he fell asleep while talking with the 
admitting office physician), bibasilar rales and 
hepatomegaly. Pulmonary embolism with infare- 
tion was suspected. 

The electrocardiogram revealed a tall, peaked 
P wave, right axis deviation with right ventricu- 
lar hypertrophy and strain, and sinus tachy- 
cardia. He was 5 ft., 4 in. tall and weighed 295 Ib. 
Because of the elevated hematocrit, the diagnosis 
of secondary polycythemia was made. Without 
specific treatment his blood pressure fell to 
110/80, but this fluctuated greatly. Arterial 
studies for blood gases revealed oxygen desatura- 
tion, hypercapnia and pH 7.36. Ventilatory 
studies confirmed the impression of alveolar hy- 
poventilation. Cardiac catheterization revealed 
pulmonary hypertension. 

Comment. This patient satisfies all of the cri- 
teria to make the diagnosis. He was extremely 
obese. His admission findings were directly the 
result of his somnolence. There was periodic 
respiration, cyanosis, arterial oxygen desatura- 
tion and hypercapnia (which reversed on forced 
respiration). There was secondary polycythemia 
and there was right axis deviation and right 
ventricular hypertrophy on the electrocardio- 
gram. In this case, symptoms and polycythemia 
disappeared on controlled diet. However, they 
returned again when he regained his weight. 

One readmission was on behalf of the local 
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The Author 


police. The patient had been in an illegal gam- 
bling game and had fallen asleep. He was the only 
person left when the police arrived and found him 
holding his cards (Figure 2). 

CASE 3. A 45-year-old, strikingly obese man 
was repeatedly admitted because of complaints 
and findings of right heart failure with poly- 
cythemia. On these admissions he was found to 
have alveolar hypoventilation. Electrocardio- 
grams consistently showed right axis deviation 
and right ventricular hypertrophy and strain. 

Comment. This patient was studied more than 
once by the hematologist and each time was diag- 
nosed as having secondary polycythemia. At- 
tempts to achieve weight reduction in this 
patient were futile. However, on observation in 
the outpatient department he demonstrated that 
with small losses in weight there was a reduction 
in red cell mass and on regaining his weight there 
was an increase in his hematocrit. Right heart 
failure and somnolence were his most striking 
clinical features. This patient died, and autopsy 
confirmed all clinical impressions. 

CASE 4. A 68-year-old man was admitted with 
severe heart failure without any reliable history. 
The patient was cyanotic, extremely obese and 
his blood pressure was 220/110. He was not 
greatly polycythemic (hematocrit 48) probably 
because of gastrointestinal bleeding detected sub- 
sequently. His electrocardiogram revealed right 
axis deviation with evidence of right and left ven- 
tricular hypertrophy. He was treated vigorously 
with good results but his sensorium never cleared. 
This was thought to be possibly due to the carbon 
dioxide narcosis (his arterial oxygen saturation 
was decreased and carbon dioxide increased with 
a pH of 7.39). His picture was complicated by 
gastrointestinal bleeding and then irreversible 
shock, and he finally died. 

Comment. The findings on autopsy were quite 
similar to those of the case recently reported by 
Castleman and discussed by Burwell. This pa- 
tient had right ventricular hypertrophy with 
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right ventricular dilatation. But, while the pa- 
tient reported by Castleman had bleeding from 
six acute gastric ulcers, our patient had bleeding 
from one malignant gastric ulcer. 


Mechanisms 


The clinical features of this syndrome are listed 
in Table 1. Because of the extreme obesity in 
these patients, especially in the abdomen and 
chest, the bellowslike action of the diaphragm 
and the intercostal muscles is impaired. The chest 
excursion, and hence tidal volume, is reduced 
leading to low alveolar oxygen and high alveolar 
carbon dioxide. This explains the altered arterial 
blood gas tensions. It is easy to understand how 
this state of inadequate alveolar ventilation pro- 
duces a state of chronic hypoxia and chronic 
hypercapnia. This, in turn, produces the clinical 
symptoms of somnolence, twitching, cyanosis, 
periodic respiration and secondary polycythemia. 

The shallow breathing, or the decreased bel- 
lowslike action of the chest, leads to alveolar 
hypoventilation because ventilation of the ana- 
tomic dead space must occur before ventilation 
of the alveoli can take place. The alveolar venti- 
lation per breath is equal to the tidal volume less 
the dead space ventilation per breath. Therefore, 
at a constant minute volume, a decrease in the 
tidal volume will automatically decrease the al- 
veolar ventilation producing the alveolar hypo- 
ventilation. When the reduction of the tidal vol- 
ume attains a critical level, any further increase 
in the respiratory rate will not be sufficient to 
compensate for this decreased alveolar ventila- 
tion (frontispiece). 

Right ventricular hypertrophy and right ven- 
tricular failure can be explained on the basis of 
increased viscosity of the blood and possibly 
hypervolemia due to polycythemia, and the hy- 
poxia and hypercapnia from the chronic alveolar 
hypoventilation. 

With the abnormal physiology just described, 
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it can be appreciated that these patients can pre- 
sent themselves to the physician with varied com- 
plaints (Table 2). One point of confusion may be 
in the differential diagnosis between this syn- 
drome and pulmonary emphysema (Table 3). In 
both alveolar hypoventilation and pulmonary 
emphysema there is arterial hypoxia and hyper- 
capnia but, with forced respirations or exercise, 
the oxygen, and possibly the carbon dioxide, will 
reverse in alveolar hypoventilation. Because 
there is no bronchospastic element in this disease, 
the total lung capacity is not increased. Because 
of the diaphragmatic elevation, the various lung 
spaces (physiologically) are reduced. By defini- 
tion, alveolar hypoventilation is decreased vital 
capacity (probably not timed vital capacity) 
while in pulmonary emphysema the vital capac- 
ity may be normal or increased. 


TREATMENT 


The treatment of this syndrome can be sum- 
marized quite simply. Weight reduction reverses 
the entire picture. If, however, the patient has 
congestive heart failure, specific therapeutic 
measures obviously should be begun. With 
- weight reduction, respiratory function improves. 
With improved ventilatory function, polycythe- 
mia disappears and blood viscosity falls. All of 
these factors lead to improved cardiac function. 

Many fascinating questions face the investiga- 
tors of this syndrome. Is there a specific central 
nervous system lesion producing this extreme 
obesity? Why is it that all extremely obese indi- 
viduals do not become “‘Pickwickian’’? And final- 
ly, is there a specific weight level over which the 
patients with this syndrome become sympto- 
matically “‘Pickwickian’’? 
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Sarcoidosis 


WILLIAM B. OBER, M.D. 


Knickerbocker Hospital 
New York, New York 


SARCOIDOSIS, as other diseases of unknown 
etiology which involve a number of organs and 
proceed at a variable rate, poses many diagnostic 
challenges. In June, 1960, a Conference on 
Sarcoidosis convened by the National Research 
Council proposed the following definition: 

“Sarcoidosis is a systemic granulomatous dis- 
ease of undetermined etiology and pathogenesis. 
Mediastinal and peripheral lymph nodes, lungs, 
liver, spleen, skin, eyes, phalangeal bones, and 
parotid glands are most often involved, but other 
organs or tissues may be affected. The Kveim 
reaction is often positive and the tuberculin test 
often negative. Other important findings are 
hypercalciuria and increased serum globulins. 
The characteristic histologic appearance of 
epitheliod tubercles with little or no necrosis is 
not pathognomonic; tuberculosis, fungal infec- 
tion, beryllium disease, and local sarcoid-like 
tissue reactions must be excluded. The diagnosis 
should be restricted to patients who have con- 
sistent clinical and radiological features together 
with biopsy evidence of epithelioid tubercles or a 
positive Kveim test.” 

Estimates of mortality vary from series to 
series and range from 5 to as high as 28 per cent. 
A reasonable estimate would be about 8 per cent. 
Ricker and Clarke report 7.3 per cent in a series 
derived chiefly from military personnel; Sones 
and Israel report 9.5 per cent in a series with a 
high proportion of Negroes. The latter authors 
find skin involvement an ominous prognostic 


sign. 
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Spontaneous remission not readily attributed 
to therapy is seen in about one-third of patients, 
and improvement in another one-third. Corti- 
coids are useful in symptomatic relief but do not 
alter the course of the disease materially. The 
following brief case report illustrates some of the 
more unusual problems. 


Case Report 


A 30-year-old Negro female working in a 
tuberculosis hospital developed asthma. She had 
a long history of hayfever and other allergies. 
Extensive tests for tuberculosis were negative. A 
chest film showed bilateral hilar enlargement and 
an exudative lesion at the lower margin of the 
right upper lobe. A diagnosis of allergic bronchial 
asthma was made. During the next two years, the 
asthma grew steadily worse and she was treated 
frequently in a number of emergency and out- 
patient clinics. During this time her weight fell 
from 265 to 150 Ib. 


FINAL HOSPITAL ADMISSION 


Six weeks prior to her final admission she was 
in status asthmaticus and developed swelling of 
the legs. On admission she was in respiratory 
distress with an enlarged heart, distended neck 
veins, a palpable liver and peripheral edema. The 
chest film showed reduction in the size of the hilar 
enlargement and increased density of the exuda- 
tive lesion in the right upper lobe. The serum 
protein was 6.2 Gm. total with 2.3 Gm. albumin 
and 3.9 Gm. globulin. The serum calcium was 
13.7 mg. A tuberculin test was negative. Despite 
treatment with bronchodilators, antibiotics, diu- 
retics and foxglove she failed rapidly and died in 
six days. 


AUTOPSY 


Autopsy disclosed death was caused by cor 
pulmonale with congestive failure. Both main 
bronchi and their major branches were con- 
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FIGURE 1. Pulmonary parenchyma is replaced by a tubercle 
composed of epithelioid cells and giant cells. There is no 
caseation necrosis. 


FIGURE 2. Myocardial fibers are disrupted and replaced by a 
discrete granuloma composed of epithelioid cells and giant 
cells, 


stricted by firm tissue which on microscopic ex- 
amination showed typical lesions of sarcoidosis 
(Figure 1) that had undergone considerable 
scarring and hyalinization. With the exception of 
the solitary small patch in the right upper lobe, 
the intrapulmonic granulomas were entirely 
hilar and peribronchial. Lesions also were found 
in hilar lymph nodes and the myocardium (Figure 
2) but not elsewhere. 

The unusual clinical features are the presenta- 
tion of sarcoidosis as asthma and its rapid down- 
hill course culminating in death two years later 
from cor pulmonale. The unusual roentgenologic 
feature is the reduction in size of the pulmonary 
and mediastinal lesions as the symptomatology 
progressed. 

The unusual pathologic feature is the presence 
of miliary granulomas in the heart, the relatively 
localized degree of pulmonary involvement and 
the observation that the healing stage of the 
granulomatous process eventuated in bronchial 
obstruction. 
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Renal Caleculi Resulting from Inborn Errors of Metabolism 


A. H. SAMIY, M.D. AND J. P. MERRILL, M.p. 
Cardiorenal Section, Peter Bent Brigham Hospital, Boston, Massachusetts 


The metabolic causes of kidney stones 

are divided into: (1) disorders of renal tubular 
reabsorption, (2) disturbances 

of intermediary metabolism and (3) diseases 
of the endocrine glands. At present, 

there are no simple, practical and standard 
diagnostic laboratory methods for 

correctly diagnosing metabolic disorders. Despite 
this limitation, all patients with renal 

calculi should be thoroughly investigated for 
the presence of an inborn error of metabolism. 
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IT IS GENERALLY agreed that the finding of a 
renal calculus should be followed in all patients 
by an exhaustive search for causes of the stone. 
The most common causes of kidney stones, such 
as infection or obstruction of the urinary tract, 
are well known by the clinician. Moreover, sim- 
ple and standard diagnostic procedures, such as 
urinalysis, cystoscopy and pyelography are avail- 
able for making an accurate and rapid diagnosis. 
These general medical and urologic principles are 
well established and will not be reviewed. How- 
ever, the metabolic causes of kidney stones, with 
the possible exception of hyperparathyroidism, 
have received little attention. There are at least 
two reasons for this: (1) There is not, on the part 
of the physician, a general awareness of various 
metabolic disorders which can lead to the forma- 
tion of renal stones. (2) We do not possess, at the 
present, any simple, practical and standard diag- 
nostic laboratory methods for establishing the 
correct diagnosis of metabolic disorders. 

Significant advances in the field of interme- 
diary metabolism and biochemical genetics have 
increased our knowledge of a large number of 
inborn errors of metabolism. In this article we 
will consider the various kinds of kidney stones 
resulting from inborn errors of metabolism and 
outline, whenever possible, the general scheme 
for their diagnostic evaluation. 


Classification 
For this discussion the various metabolic causes 
of kidney stones are divided into three categories: 
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(1) disorders of renal tubular reabsorption such 
as cystinuria or the Fanconi syndrome; (2) dis- 
turbances in intermediary metabolism of amino 
acids as seen in alkaptonuria or oxaluria, and (3) 
diseases involving various endocrine glands such 
as parathyroid. Other miscellaneous causes of 
kidney stones which may simulate metabolic 
disorders will be discussed also. 


Disorders of Renal Tubular Reabsorption 


These are a group of congenital disorders in 
which the renal tubular reabsorptive systems are 
defective. A consideration of these clinical enti- 
ties will be incomprehensible without an under- 
standing of the physiology of renal tubular func- 
tion. 

It is generally known that those plasma con- 
stituents which are not protein bound and are 
of the proper size and dimension are filtered 
through the glomerular capillary beds. The sub- 
stances or electrolytes in the ultrafiltrate such as 
glucose, amino acids or sodium and bicarbonate, 
may appear unaltered in the bladder urine or 
may be modified by the renal tubular cells during 
the passage through the tubular lumen, by the 
process of reabsorption or secretion. 

Glucose, amino acids, sodium, bicarbonate and 
phosphate, to mention only a few of the constitu- 
ents of the ultrafiltrate, are actively reabsorbed 
by the proximal segments of the nephron. An 
appreciable percentage of the filtered ions may 
also be reabsorbed through the distal segments of 
the nephrons. These reabsorptive processes occur 
against an electrochemical gradient and therefore 
represent an energy-requiring system. Little is 
known about the cellular mechanisms involved in 
the process of reabsorption. There are, however, 
at least several lines of evidence suggesting that 
the renal transport system may be related to the 
presence of certain enzymes, carriers or other 
cellular mechanisms. A congenital defect in these 
reabsorptive processes is probably the underlying 
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lesion in several clinical conditions such as cysti- 
nuria or the Fanconi syndrome. 

The tubular reabsorptive defect may be quite 
specific involving the transport of a single amino 
acid. An example of such a remarkably specific 
defect is glycinuria and renal glycosuria. The 
tubular defect may, in contrast, be somewhat 
more generalized involving the transport of more 
than one amino acid as in cystinuria. The defect 
may be still more generalized involving the trans- 
port of not only amino acids but also of glucose 
and phosphate. Under these circumstances the 
disturbance in the transport of amino acids is 
usually quite generalized. This results in an ex- 
cessive excretion of all amino acids. 

With this brief introductory remark, we will 
now discuss the various disorders of renal tubular 
functions which may cause the formation of renal 
calculi. 


CYSTINURIA 


In this disorder there is a congenital defect in 
the reabsorption of several basic amino acids. In 
cystinuria the aberration in renal tubular reab- 
sorption is remarkably specific and involves the 
reabsorption of the four dibasic amino acids, but 
there seems to be no evidence for the existence 
of a defect in the reabsorption of glucose, phos- 
phate or even of other amino acids. The first case 
of cystinuria was probably detected by Wallston 
in 1810. However, the disorder did not receive 
much attention until well over a century later 
when it ‘was brought back to prominence by 
Garrod. Earlier studies had shown that the kid- 
ney stones in patients with cystinuria were com- 
posed essentially of cystine. From this observa- 
tion, it was concluded erroneously, as it will 
become evident later, that there was a block in 
the normal degradation pathway of cystine re- 
sulting in an elevation of plasma and urine cystine 
levels. Yeh and associates later demonstrated 
that, in addition to cystine, other amino acids were 
also excreted in excessive amounts in the urine. 
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Technique of Paper Chromatography. Employ- 
ing the technique of paper chromatography, Dent 
and his associates were able to identify arginine, 
lysine and ornithine as the other amino acids 
present in large quantities in the urine of the 
cystinurie subjects. Stein and Moore demon- 
strated somewhat later that the plasma level of 
cystine was not elevated in patients with cysti- 
nuria. From these observations it became evident 
that cystinuria represented a congenital defect in 
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FIGURE 1. The structures of four dibasic amino acids excreted 
in cystinuric subjects. 
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the cellular mechanism responsible for the reab- 
sorption of the four structurally related dibasic 
amino acids (Figure 1). 

The incidence of cystinuria, according to Lewis, - 
is apparently 1:600 in the general population. 
The occurrence of cystine stone is less frequent 
and probably in the range of 1:10,000. Cystinuria 
is consistent with normal health and prolonged 
life and the cystinuric subjects are essentially 
asymptomatic except for those who develop kid- 
ney stones. The normal excretion of cystine is 
between 50 to 75 mg. for a 24-hour period, 
whereas the cystinuric patient may excrete be- 
tween 750 mg. to 1 Gm. of cystine. 

Insolubility of Cystine. Cystine is one of the 
most insoluble amino acids and in the normal 


' range of urinary pH it is soluble to the extent 


of 300 to 400 mg./L. The impressive insolubility 
of cystine, in addition to its excessive excretion 
in the urine, explains the relatively high incidence 
of stone formation in the cystinuric patients. The 
insolubility emphasizes the importance of a high 
urinary output to prevent the precipitation of 
cystine in the urine. 

There are no characteristic features for cystine 
stones on clinical or roentgenographic studies. 
Therefore ali patients with renal calculi should 
be investigated for the presence of cystinuria. 
Cystine stones are radiopaque and therefore can- 
not be differentiated on x-ray examination from 
other radiopaque stones such as calcium phos- 
phate or oxalate. All patients should be instructed 
to strain their urine. The gravel or stone obtained 
by the latter method or by surgical intervention 
should be identified. The finding of cystine stone 
does not, however, per se establish the diagnosis 
of cystinuria. Patients with the Fanconi syn- 
drome or other generalized tubular defects may 
excrete excessive amounts of cystine in the urine. 
As already pointed out, in addition to cystine, the 
cystinurie subject may also excrete large quanti- 
ties of arginine, ornithine or lysine. Therefore, the 
definitive diagnosis of cystinuria can be estab- 
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lished only by the demonstration of this charac- 
teristic pattern of urinary amino acid excretion. 
Although the technique of paper chromatography 
is somewhat laborious, it should be used in iden- 
tifying these amino acids in the urine. 

Therapy. There is no specific therapy for cysti- 
nuria. The patient should be encouraged to have 
a high fluid intake and the urinary pH should be 
kept alkaline by the oral intake of sodium bicar- 
bonate. The patient should be instructed to de- 
termine his urinary pH daily to insure an effec- 
tive alkalinization of the urine at all times. The 
genetics of cystinuria, thoroughly reviewed by 
Harris and others, reveals the high familial inci- 
dence of this disease. Therefore, the physician 
should evaluate the immediate members of the 
family for the presence of cystinuria. An early 
diagnosis, followed by proper medical manage- 
ment, may protect the individual against further 
stone formation. 


FANCONI’S SYNDROME 


Distinct from cystinuria, de Toni-Fanconi syn- 
drome is associated with a generalized tubular 
dysfunction. For instance, the disturbance in the 
reabsorption of amino acids is not limited to one 
single amino acid as in glycinuria or to four basic 
amino acids as in cystinuria, but instead it prob- 
ably involves the reabsorption of all amino acids. 
In addition, there is a defect in the reabsorption 
of phosphate and glucose as reflected in glyco- 
suria and phosphaturia. Although the incidence 
of stone formation in Fanconi’s syndrome is rare, 
there are two reasons for the development of kid- 
ney stones in these patients: (1) As in cystinuria, 
the excessive urinary excretion of cystine can re- 
sult in the formation of cystine stone. (2) In some 
instances the patient may manifest an inability 
to produce an acid urine. The persistent alkalin- 
ity of the urine, in addition to an excessive uri- 
nary excretion of calcium and magnesium, may 
predispose to the formation of calcium calculi. 
The metabolic aberration of glycosuria, amino- 
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aciduria and phosphaturia may not cause any 
symptomatology per se, however, these patients 
usually manifest a protracted course complicated 
by hepatic insufficiency, rickets and bone lesions. 
There is no definitive therapy for Fanconi’s syn- 
drome. 


RENAL TUBULAR ACIDOSIS 


Patients with renal tubular acidosis are unable 
to excrete an acid urine as mentioned previously. 
This disorder may occur alone or as a manifesta- 
tion of a more generalized renal tubular defect as 
seen in Fanconi’s syndrome. Patients with renal 
tubular acidosis show the paradoxic findings of 
an alkaline urine in the presence of a moderate 
metabolic acidosis. The basic cellular defect in 
renal tubular acidosis is not known but several 
intriguing possibilities have been postulated. It 
is generally agreed that the tubular cells excrete 
hydrogen ion into the renal tubular lumen in 
exchange for sodium ion. The hydrogen ion is 
available in the renal tubular cell as a result of 
the following reaction, catalyzed by the enzyme 
carbonic anhydrase: 


C. A. 
H.0+CO, H.CO; H++HCO;-. 


It has been thought that carbonic anhydrase is 
deficient in patients with renal tubular acidosis. 
However, recent studies have shown that the 
carbonic anhydrase activity of the kidney is es- 
sentially normal in these patients. Whatever the 
basic ceHular defect may be, there is a disturbance 
in the renal reabsorption of bicarbonate with the 
resulting metabolic acidosis. 

The disease is usually seen in older infants and 
children. However, it may be manifested in the 
later age groups in association with Fanconi’s 
syndrome. Because of hypercalciuria and the 
presence of an alkaline or slightly acid urine, these 
patients have a tendency to form calcium stones. 
In addition to renal calculi, these patients may 
also manifest weakness, constipation and the evi- 
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dence of vitamin-resistant rickets. The nature of 
bone disease in renal tubular acidosis is not 
known, but if allowed to progress, it may result 
in severe skeletal deformity. The therapy should 
be directed toward the correction of metabolic 
acidosis by the oral administration of alkalinizing 
agents and the replacement of excessive losses of 
fluid and electrolytes. 


GLYCINURIA 


This is still another disorder of renal tubular 
function. Patients with glycinuria probably have 
a specific congenital renal tubular defect in the 
reabsorption of a single amino acid. The excessive 
excretion of glycine is not by itself incompatible 
with normal health. The only clinical manifesta- 
tion of patients with glycinuria results from their 
tendency to form calcium stones. The diagnosis 
is based upon the finding of a large amount of 
glycine in the urine. There is no specific therapy 
for glycinuria. 


Disorders of Intermediary Metabolism 


In contrast to the first group of inborn errors 
of metabolism already described, there is appar- 
ently no congenital disturbance in the renal tubu- 
lar transport system in these patients. The under- 
lying biochemical lesion occurs in the normal 
pathway of degradation of amino acids, carbo- 
hydrates or lipids. This discussion will be limited 
to metabolic disorders which are associated with 
the formation of renal calculi. 


The Author 


GOUT 


It is well recognized that gout is a hereditary 
familial disease in which there is a congenital de- 
fect in purine metabolism associated characteris- 
tically with an elevation of serum and urine uric 
acid. The detailed metabolic aberration in gout, 
however, is not fully understood. The clinical 
features of gout and its important complications 
such as arthritis and nephritis are well known 
and will not be reviewed. 

Hyperuricemia. Gout is diagnosed by its clas- 
sic clinical features and the findings of an ele- 
vated plasma uric acid. However, hyperuricemia 
may be found in other diseases, particularly those 
with an increased turnover of nucleoprotein and 
other cellular structures, i.e., patients with poly- 
cythemia, leukemia and multiple myeloma may 
often show an elevation of serum uric acid. The 
treatment of leukemic patients with antimetabo- 
lites or alkylating agents such as the nitrogen 
mustards may result in an acute elevation of se- 
rum uric acid, with the resultant formation of 
renal calculi. Hyperuricemia with its other com- 
plications such as uric acid stones, nephropathy, 
arthritis and tophaceous deposits may also take 
place during the course of acute or chronic renal 
failure. 

Urie Acid Stones. Uric acid stone formation is 
an important and frequent complication of gout 
resulting from an increased excretion of uric acid 
in the urine. In one large series, the incidence of 
stone formation in patients with gout was re- 
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portedly ten times greater than that of the gen- 
eral clinic population. 

The uric acid stones are usually radiolucent, 
but superimposed calcification may render them 
radiopaque. It is also important to realize that 
in addition to uric acid, xanthine stones are also 
radiolucent. 

Therapy. The systemic therapy of gout with 
probenecid (Benemid®), colchicine and salicy- 
late are well described in the literature. Patients 
with uric acid stones should be instructed to have 
a high intake of fluid and the urine should be 
maintained at an alkaline pH by means of appro- 
priate alkalinizing agents. The value of low purine 
diet in patients who do not indulge in high 
purine food is equivocal. 


ALKAPTONURIA 


Alkaptonuria is a congenital disorder of phen- 
ylalanine metabolism characterized by an exces- 
sive excretion of homogentisic acid in the urine. 
The normal degradation pathway of phenylala- 
nine, shown in Figure 2, involves its conversion 
through several well-known enzymatic steps to 
homogentisic acid. The latter is normally metabo- 
lized by the action of homogentisate oxidase to 
maleylacetoacetic acid. Alkaptonuria results 
from the failure to metabolize homogentisic acid 
probably as a consequence of deficiency in the 
homogentisate oxidase. La Du and coworkers 
were unable to find any activity for this enzyme 
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in the liver of a patient with alkaptonuria. As 
a result of this deficiency, homogentisie acid is 
excreted in excessive quantity in the urine. 

The disease manifests itself during childhood 
by the discoloration of the urine. The patient, 
however, may remain essentially asymptomatic 
until the second or third decade when the well- 
known features of ochronosis, namely deposition 
of the “ochron” pigment in the sclera, corneal 
limbus, aural and nasal cartilage, and tendon 
may appear. The excessive excretion of homo- 
gentisic acid may result in the formation of 
homogentisic acid stone in the kidney, bladder, 
prostate and urethra. These calculi are charac- 
teristically multiple and radiopaque and may 
become secondarily calcified. The diagnosis of 
alkaptonuria is based on the finding of excessive 
amounts of homogentisic acid in the urine and 
the typical clinical features of ochronosis. 


XANTHINURIA 


Patients with this rare metabolic disease ex- 
crete a large quantity of xanthine in the urine. 
The underlying metabolic disturbance is not en- 
tirely clear. However, it has been shown that the 
plasma level of uric acid, the degradation product 
of xanthine, is extremely low. Moreover, it has 
been demonstrated that in contrast to the exces- 
sive excretion of xanthine, there is almost an 
absence of uric acid in the urine of a 414-year-old 
xanthinuric patient. These observations suggest 


95 


Renal Caleuli 
Resulting from Inborn Errors 
of Metabolism 


that xanthinuria is a metabolic aberration of xan- 
thine. Over 20 cases of xanthinuria have been 
reported in the literature. These patients are 
entirely asymptomatic except for those who de- 
velop renal calculi. 

As previously mentioned, both xanthine stones 
and uric acid calculi are radiolucent. The finding of 
a radiolucent stone in association with excessive 
excretion of xanthine and low urine and plasma 
level of uric acid is consistent with a diagnosis of 
xanthinuria. There is no specific treatment for 
this disorder and the disease appears to be com- 
patible with normal health. 


OXALURIA AND OXALOSIS 


Oxaluria is probably a prevalent inborn error 
of metabolism characterized by the disturbance 
of glycine metabolism. As a result of this meta- 
bolic aberration, oxalate is excreted in excessive 
quantities in the urine. The disease is probably 
familial in nature. It is associated with multiple 
stone formation, nephrocalcinosis and abnormal 
deposition of calcium oxalate in various extrare- 
nal tissues. 

The term oxalosis refers to these abnormal oxa- 
late depositions. The occurrence of renal stones 
frequently leads to the development of pyelone- 
phritis and progressive renal failure in children 
and young adults. The renal calculi are composed 
of calcium oxalate and have a characteristic 
roentgenographic appearance. The diagnosis is 
based on the identification of typical oxalate 
crystals (Figure 3) and the finding of an elevated 
excretion of oxalate in a 24-hour urine collection. 
No specific therapy is now available for primary 
oxaluria and oxalosis. 


Diseases of Endocrine Glands 


The high incidence of renal calculi in hyper- 
parathyroidism is commonly known but other 
endocrine causes of renal stones have received 
little attention from the clinician. In the follow- 
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ing discussion we will consider a few endocrine 
causes of renal calculi. 


HYPERPARATHYROIDISM 


Hyperparathyroidism is caused by the over- 
activity of the parathyroid glands because of (1) 
hyperplasia or (2) adenomata of the gland. Over 
90 per cent of primary hyperparathyroidism is 
caused by single or multiple adenomata. There 
are several well-known chemical changes in pri- 
mary hyperparathyroidism. The plasma concen- 
tration of calcium is elevated and that of phos- 
phate is usually reduced. The 24-hour urinary 
excretion of calcium is also usually increased. 
The alkaline phosphatase may be slightly ele- 
vated. 


FIGURE 3. Urinary crystals: a. oxalate crystals are colorless, 
glistening and octahedral; b. uric acid crystals are yellowish- 
brown crystals of varying size and dimension, and c. cystine 
stones are colorless, refractive and hexagonal. 
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About 5 per cent of all urinary calculi are 
caused by hyperparathyroidism. The stone for- 
mation is usually multiple and recurrent. The 
presence of stones can be detected radiographi- 
cally since both calcium oxalate and calcium 
phosphate stones are radiopaque. Calcium phos- 
phate tends to form staghorn calculi, but calcium 
oxalate stones have a crystalline structure with 
radiation from a central point. The formation of 
both types of calcium stones are more common 
in an alkaline urine. 

The formation of renal calculi in hyperpara- 
thyroidism is frequently associated with pyelo- 
nephritis and progressive chronic renal failure. 
Because of the high incidence of stone formation 
in hyperparathyroidism and the possible reversi- 
bility of the disease, all patients with renal 
lithiasis should be evaluated thoroughly for this 
diagnosis. The diagnosis of primary hyperpara- 
thyroidism is based on the typical chemical find- 
ings already described and by employing more 
elaborate techniques such as phosphate reabsorp- 
tion and deprivation and calcium tolerance tests. 
The definitive diagnosis, however, should be es- 
tablished by the exploration of the parathyroid 
glands. 

Comparison with Other Clinical Conditions. It 
is important to realize, however, that hypercal- 
cemia or hypercalciuria, with or without renal 
caleuli, may occur in other clinical situations. It 
has been long recognized that body immobiliza- 
tion, as in patients with poliomyelitis, may result 
in extensive demineralization of the bone and 
hypercalcemia. In the presence of urinary stasis 
and hypercalciuria, the stone formation becomes 
a frequent complication. 

Metastatic lesions of the bone, as seen with 
carcinoma of the breast, may also result in an 
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elevation of serum calcium level. However, the 
incidence of renal lithiasis in these situations is 
quite rare. Patients with multiple myeloma, sar- 
coidosis, beryllium poisoning and Paget’s disease 
may show a significant elevation of serum cal- 
cium level. The milk-alkali syndrome of Burnett 
and Albright is another clinical entity which is 
characterized by hypercalcemia, but a normal 
urinary excretion of calcium. 

Idiopathic Hypercalciuria. This is another in- 
teresting disorder which is associated with cal- 
cium stone formation. A recent report described 
35 male patients with this disorder. The patients 
showed an increased urinary excretion of calcium, 
associated with kidney stones, in the presence of 
a normal serum calcium and a low serum phos- 
phorus level. Eleven of these patients were ex- 
plored and no abnormalities of the parathyroid 
glands were noted. The mechanism of hypercal- 
ciuria is not known, but it has been suggested that 
renal tubular dysfunction perhaps secondary to 
pyelonephritis might be the underlying lesion in 
this disorder. 


CUSHING’S SYNDROME 


Adrenal cortical hyperfunction, associated with 
Cushing’s syndrome, is often associated with 
generalized osteoporosis and hypercalciuria. Pa- 
tients receiving prolonged steroid therapy may 
also develop severe osteoporosis and hypercal- 
ciuria. The formation of renal stones under these 
circumstances should be considered. 


HYPERTHYROIDISM 


Hyperthyroidism has been reported to be asso- 
ciated with hypercalciuria. However, nephro- 
lithiasis is not encountered often. The mecha- 
nism of hypercalciuria is not understood. 
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Bullous Emphysema 


SOL KATZ, M.D. 
Associate Editor, GP 


PROBABLY emphysematous bullae do not repre- 
sent congenital cysts but originate as a result of 
bronchiolar narrowing. The abnormal bronchio- 
lar communication interferes with normal air flow 
and causes trapping of air and overdistention on 
expiration in the pulmonary parenchyma distal 
to the point of obstruction. The cause of the 
bronchial narrowing cannot always be clearly de- 
fined. Sometimes a congenital abnormality of the 
bronchial wall produces the imperfect communi- 
cation. In others, a connective tissue defect in the 
noncartilaginous bronchioles may result in a loss 
of support of the bronchiolar wall and collapse on 
expiration as the intrathoracic pressure is in- 
creased. Most often however, local inflammation 
provokes the bronchiolar obstruction. The inflam- 
mation occurs as a consequence of infection, al- 
lergy and irritation. 

The bullous cavities are lined by fibrous tissue 
which, at times, show scanty areas of flat epithe- 
lium or respiratory epithelium. 

Usually, the bullae are located in the upper 
lung fields. They may remain unchanged for 
months or years but in most instances show pro- 
gressive enlargement. In some patients they oc- 
cupy the entire lung field. The presence of bullae 
is suggested by localized areas of radiolucency in 
which the normal lung markings are absent. Fre- 


quently, the limits.of the bullae are noted by 
thin, sharply defined, hairline borders often 
curved, semicircular or annular. When many bul- 
lae overlap or become confluent, a patternless 
mosaic of fine curvilinear lines traverses the hy- 
perilluminated lung fields (“‘vanishing lung’’). 
The adjacent lung fields may be compressed and 
the lung markings prominently outlined. Bron- 
chography shows displacement of the bronchi of 
the uninvolved lung. The radiopaque material or- 
dinarily does not enter the bullae. On fluoroscopy, 
increased radiolucency and enlargement of the 
bullae on forced expiration may be observed. The 
diaphragm on the side of the air-trapped bulla is 
often depressed and shows limited motion. The 


X-ray of the chest of a 35-year-old male showing emphysematous 
bullae involving the upper half of the right lung and apical portion 
of the left lung. There is significant compression of the right lower 


98 Volume XXIV, Number 3 


= 

AS 


mediastinum may shift away from the bullae on 
forced expiration. The bullae rarely become in- 
fected or associated with hemorrhage. When this 
occurs, air-fluid levels are seen within the struc- 
tures. 

Bullous emphysema may or may not be found 
in the presence of diffuse obstructive emphysema. 
Clinical, radiographic, physiologic and thera- 
peutic features serve to differentiate localized 
bullous emphysema and diffuse obstructive em- 
physema. 

The localized variety has its onset in the third 
to fifth decade while diffuse emphysema usually 
appears after the age of 50. Smoking and signifi- 
cant bronchitis invariably accompany diffuse ob- 
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structive emphysema; however, their relationship 
to bullous emphysema is not so clearly defined. 
Although bullae may also be noted in patients 
with diffuse emphysema, they are located in the 
lower as well as the upper lung fields and do not 
regularly reveal evidence of air-trapping. Club- 
bing of the fingers and toes, pulmonary hyper- 
tension and infection are frequent manifestations 
only in the diffuse variety. Some of the younger 
patients with bullous disease and associated 
chronic bronchitis may show progression to the 
diffuse obstructive variety. 

Surgical therapy is warranted in patients with 
enlarging bullae without evidence of generalized 
obstructive emphysema. 
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PANEL DISCUSSION 


Bleeding from the Upper Gastrointestinal Tract 


Moderator: ROBERT T. MURPHY, m.p. The diagnosis of the site of bleeding 
Panelists: JOSEPH L. BILTON, mp. ts often dificult and obscure. 
EDWARD A. MARSHALL, mp. Most severe hemorrhages occur 
JOHN STORER, m.. in the upper gastrointestinal tract. 
Departments of Surgery and Medicine M anagement requires both skill and patie nce. 
Huron Road Hospital Rapidity of loss of blood is more important 
Cleveland, Ohio ‘ 
many times than the amount lost. 
To aid in diagnosis, x-rays can be taken even 
in the presence of active bleeding. 
mal Diet, medication and surgery 


are well covered by the panel. 


Dr. ROBERT T. MuRPHY: Hemorrhage from the 
gastrointestinal tract is a frequent and often dis- 
tressing problem met by physicians in most, if 
not all, of the fields of medical practice. An 
anatomic diagnosis of the site of bleeding is in 
many cases obscure or difficult. The management 
of the patient who is actively bleeding can tax 
the ability of the most skilled and experienced 
physician. Occasionally, methods of treatment 
may be open to controversy. 

We have asked Dr. Edward Marshall, chief of 
the Department of Internal Medicine, Dr. John 
Storer, chief of the Department of Thoracic and 
Cardiovascular Surgery and Dr. Joseph Bilton, 
chief of the Division of General Surgery, each of 
whom has had considerable personal clinical ex- 
perience and interest in this field, to individually 
express his opinion of this subject in an informal 
panel discussion. 

To begin the discussion I would like to ask Dr. 
Marshall to summarize briefly his general views 
concerning this subject. 
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Severe Hemorrhages Most Often 
Occur in Upper Tract 


Dr. EDWARD A. MARSHALL: Bleeding from the 

gastrointestinal tract may, in addition to provid- 
ing a broad area wherein lies a pathologic lesion, 
prove to be quite a challenge when it comes to 
pinpointing this lesion. It may produce exsangui- 
nation from a very small bleeding point, or may 
occasionally result only in the finding of occult 
blood in the stool in spite of a large bleeding 
area. 
Most authors divide upper and lower gastro- 
intestinal hemorrhage by the ligament of Treitz, 
however in the majority of cases most emergen- 
cies arise in the upper tract. Although the pul- 
monary tract and nasopharynx may furnish 
blood which confuses the physician as to its 
source, most of these lesions furnish evidence of 
another type which tends to separate them from 
the upper gastrointestinal canal. 

Blood in the stomach may be converted to 
hematin and the well-known dark or coffee- 
ground vomitus occurs soon after the blood is 
mixed with gastric contents. If blood from the 
duodenum or small bowel is permitted to stay in 
the gut for eight hours, the characteristic black, 
tarry stool will be seen. With more rapid peristal- 
sis and evacuation, the appearance of the stool 
will become dark red, reddish black or ‘‘reddish,”’ 
depending upon the amount of time the blood re- 
mains within the intestine. As little as 100 ce. of 
blood, if lost suddenly and given sufficient time 
to traverse the bowel, will appear as melena. 

If bile is absent from the alimentary tract, and 
hemorrhage occurs high in the stomach or duo- 
denum, the stool assumes a silver appearance. 
Blood from the left colon will usually appear as 
frank blood, but it will be darker as its origin 
moves toward the right colon. Blood from a 
lesion in the rectum is usually on the outside of 
the stool rather than mixed with it. 

We have all seen people who have lost 10 of 
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their allotted 15 Gm. per cent of hemoglobin and 
who continued to work daily. In such cases it is 
not how much blood is lost but how rapidly it is 
lost that determines the clinical manifestations. 
We know that under the proper circumstances as 
to amount and time, the loss of as little as 2,000 
ec. of blood may be fatal. 

Intestinal hemorrhage should be considered, 
and either confirmed or excluded in every patient 
who has previously been well and manifests such 
symptoms as weakness, giddiness, dizziness, 
nausea, fainting, sweating, palpitation, chilliness 
and/or sudden urge to stool. 

Many reports indicate that only about 65 per 
cent of hemorrhages from the upper gastroin- 
testinal tract can be controlled by antacid medi- 
cation. My own experience is that close to 85 per 
cent of these hemorrhages will cease when treated 
with antacids and adsorbents, but this greater 
figure can be obtained only by frequent adminis- 
tration of very large amounts of medication. We 
use a minimum of 40 gr. of antacid or adsorbent 
in addition to small amounts of atropine and 
phenobarbital every half hour during the first 16 
hours in any case of hemorrhage from duodenal 
or gastric ulcer, erosive gastritis, peptic esophagi- 
tis, ulcerated hiatus hernia or high bleeding of 
unknown origin. 

Eighty per cent of lower gastrointestinal bleed- 
ing will be due to ulcerative colitis, carcinoma of 
the rectum, polyp, hemorrhoids, anal fissure, car- 
cinoma of the colon or rectal trauma. At least 10 
per cent of lower bowel hemorrhage will be due 
to an “undetermined’’ cause. 

Finally, I should like to emphasize that in this 
present medical world of gadgets, often much 
time is wasted in attempting diagnosis through 
intubation, gastroscopy, early x-ray, string tests 
and stool tests. This is time which might be bet- 
ter used in treating the patient with antacids 
even in the absence of an accurate diagnosis. 
Eighty-five per cent of such cases will stop bleed- 
ing if adequate inhibition of acid-peptic activity 
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is assured. Time wasted in ‘‘accurate diagnosis” 
in which no adequate therapy is being given is 
responsible for the relatively high percentage of 
those patients ultimately requiring emergency 
surgery coupled with its attendant high mortality 
rates as compared with electively performed 
resections. 

Dr. Murpuy: I believe that the panel will 
agree with Dr. Marshall’s statement that most of 
the severe alimentary hemorrhages occur in the 
upper intestinai tract. The peptic ulcer, either 
duodenal or gastric and the ruptured esophageal 
varix are probably the most frequent causes of 
major bleeding. Dr. Storer, ignoring for the 
moment other and more rare causes of hemor- 
rhage, and considering the differences in manage- 
ment between a bleeding ulcer and a bleeding 
varix, how would you differentiate between these 
and how would you establish your diagnosis? 


Differentiating Bleeding Ulcer 
and Bleeding Varix 


Dr. JOHN STORER: The differentiation be- 
tween bleeding from ulcer and esophageal varices 
has perplexed physicians for many years. Eso- 
phageal varices are a manifestation of portal hy- 
pertension, most frequently secondary to portal 
cirrhosis but occasionally they are a manifesta- 
tion of other causes such as cavernous trans- 
formation of the portal vein. One should suspect 
that the patient is bleeding from varices as op- 
posed to ulcer when the stigmata of cirrhosis such 
as spider nevi, ascites and liver enlargement are 
detected in the physical examination. However, 
the cirrhotic patient has a greater chance of hav- 
ing a peptic ulcer than the noncirrhotic; thus one 
must remember that such a patient might be 
bleeding from an ulcer, too. In either case the 
physician must act quickly to prevent exsangui- 
nation. 

The patient with cirrhosis who bleeds into the 
intestine from any source is often thrust into 
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hepatic coma due to absorption of large amounts 


of ammonia from the digested blood. Coma is . 


rare in shock due to blood loss, except possibly 
in its terminal stage, so that if one is presented 
with a comatose patient with gastrointestinal 
bleeding, it is most likely that the hemorrhage is 
due to varices. 

Although some physicians are fearful of per- 
forming upper gastrointestinal x-rays in the 
presence of active bleeding, I believe that the in- 
formation gained from such an examination 
exceeds the potential risk. Therefore, I recom- 
mend this study as another means of differentia- 
tion. Esophagoscopy is a valuable adjunct; it 


_ frequently demonstrates the bleeding source if 


it lies in the esophagus. When properly per- 
formed, esophagoscopy should not increase the 
hazard of additional bleeding from the instru- 
mentation. The string test, in which a string is 
swallowed and the level of bleeding noted on the 
string after its removal, is of doubtful value. 

The insertion of a Sengstaken-Blakemore tube 
has proved useful in both diagnosis and treatment 
of bleeding esophageal varices. The tube is in- 
serted, the gastric and esophageal tampon bal- 
loons properly inflated and the stomach lavaged 
and emptied. Lavage is repeated at 15-minute 
intervals. If the return which originally demon- 
strated blood in the stomach becomes clear, this 
suggests that the origin of the bleeding was prob- 
ably in the lower esophagus or gastric cardia and 
is now controlled, at least temporarily. 

I do not agree with Dr. Marshall’s inference 
that all patients should be treated as if an ulcer 
were present. I believe that such a policy might 
lead to the death of an occasional patient who, 
with more accurate study and diagnosis, might 
be spared. I want to mention one other thing . . . 
in treating the patient with cirrhosis, who fre- 
quently is also an alcoholic . . . one must realize 
that the patient might be bleeding from longitu- 
dinal fissuring of the esophagus. This occurs 
during vomiting and alcoholic debauchery (the 
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Mallory-Weiss syndrome). Ordinarily, this syn- 
drome will not respond to the esophageal tampon, 
but will require surgical thoracotomy and ex- 
ploration of the distal esophagus. 


Method of Controlling Hemorrhage 


Dr. Murpny: A few years ago, a 77-year-old 
man was hospitalized because of benign prostatic 
hypertrophy. He had a peptic ulcer but was 
symptom-free at the time of admission. While 
hospitalized, he began to pass tarry stools. On 
the day he started to bleed, his hemoglobin was 
14 Gm. per cent. His blood pressure which had 
previously been approximately 200/100 was 
now 130/80 with a pulse of 80. He was given 500 
ec. of blood. Tarry stools continued and the 
hemoglobin had fallen to 10 Gm. per cent the 
next day; he was then given 2,000 cc. of blood 
and the hemoglobin remained at the same level. 
During the next three days he received an addi- 
tional 2,000 cc. of blood and at the end of this 
time the hemoglobin was 10.9 Gm. per cent. 
Tarry stools continued during this time and for 
four days longer. An additional 1,000 cc. of blood 
was given but the hemoglobin level was un- 
changed. Dr. Bilton, would you comment about 
the treatment of this patient? I might add that 
the hemoglobin ultimately fell to 8.5 Gm. 

Dr. JOSEPH L. BILTON: Of course I assume 
this man had other treatment in addition to the 
administration of blood? 

Dr. Murpuy: He was treated medically for 
ulcer. 

Dr. BILTON: Medically and, I presume, ade- 
quately. This brings up the question as to when 
you should interfere surgically in a case of bleed- 
ing from the gastrointestinal tract. I think it is 
necessary to define what we mean by bleeding 
from the gastrointestinal tract. Do we mean 
someone who is bleeding such as this man was 

. slowly, but persistently, or someone who 
vomits blood once and then does not bleed again, 
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or someone who is actively bleeding with hema- 
temesis, and passing dark or bright red blood by 
rectum? I agree basically with the medical de- 
partment that most bleeders should be given a 
trial of conservative but adequate medical ther- 
apy. The argument that I have with this system 
is that it occasionally tends to give the physician 
the false sense of security implied by “I’m giving 
adequate medical treatment” so I may procrasti- 
nate and not take the bull by the horns when this 
treatment fails. Therefore, I think that medical 
treatment carries with it an implicit indication 
for prompt surgical interference when needed. In 
answer to your question, surgery should have 
been performed earlier in this patient who con- 
tinued to bleed in spite of adequate medical 
therapy. 


How Much Blood Should Be Given 
an Actively Bleeding Patient? 


Dr. Murpny: Dr. Marshall, how much blood 
would you say the average patient with a massive 
hematemesis should be given? 

Dr. MARSHALL: I can answer that in one word 

. “enough.” We have set up certain criteria. 
I call a surgical consultant at the onset of a severe 
hemorrhage; we see these patients together at 
least twice a day and surgery, if performed, is 
usually done within 48 hours of the onset of hem- 
orrhage. But 48 hours is too long to wait in some 
cases. We have operated on some patients within 
eight hours when massive hemorrhage failed to 
respond to medical therapy. I didn’t mention 
earlier that you would rule out lesions of the 
esophagus first before you would treat for an 
ulcer. Concerning the point of an ulcer in alco- 
holic cirrhotics, I wish to mention that I have had 
about 35 patients with cirrhosis who did not get 
their ulcers until after they quit drinking. 

Dr. MuRPHY: Now I’d like to move one step 
further ... you said this patient should get 
“enough” blood and I’m sure that no one will 
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disagree on this point ... my question is, “How 
do you know when he has had enough?” 

Dr. MARSHALL: Well, we know that it takes 
two to three days to get the blood out of the in- 
testinal tract if the patients have slow motility. 
On the other hand, if they have bled a lot, they 
have rapid motility and may pass bright red 
blood by rectum. If this patient had shown signs 
of losing as much blood as he must have, I think 
that he should have been operated on at least 
five days sooner, if he was operated on at all. 

Dr. MurpHy: How much blood would you 
give him? 

Dr. MARSHALL: Well, you gave him adequate 
blood . . . you gave him blood sufficient to main- 
tain his hemoglobin up to 10 Gm. per cent, but 
he continued to bleed. If his hemoglobin re- 
mained at 10 to 11 Gm. per cent, I would be 
happy ... if it stayed there without giving more 
blood, but if it requires pouring more blood in 
every day, it is obvious that the medical treat- 
ment isn’t working. 

Dr. Murpuy: Dr. Storer, would you comment 
on the amount of blood? 

Dr. STORER: Well, I don’t know how you are 
differentiating moderate from massive gastroin- 
testinal bleeding. I know that there are certain 
criteria set up. 

Dr. MARSHALL: We have arbitrarily assumed 
that anyone with a hemoglobin of 7.9 Gm. per 
cent or less, hematocrit of 25 per cent or less or 
in whom 2,000 cc. or more of blood were admin- 
istered would be considered as having a severe 
hemorrhage. 

Dr. STORER: Yes... I think that’s a very im- 
portant point, and I think that some authorities 
include as severe hemorrhages anyone who re- 
quires 500 cc. of blood every eight hours in order 
to maintain a normal hemoglobin level, or any- 
one who has had a reduction in blood volume of 
40 per cent. Dr. Marshall, you seem to have 
changed your tactics about the use of blood in 
the past few years, is that right? 
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Dr. MARSHALL: No, I still believe that if I can 
get away without the use of blood the first day, 
I’d like to do it. 

Dr. STORER: In other words, not give them 
blood? 

Dr. MARSHALL: No, I don’t give them blood 
the first day, but if they hemorrhage again within 
the first eight hours, I assume that they may re- 
quire surgery and give lots of blood then. After 24 
hours I think you have to worry about producing 
hypervolemia in elderly patients. 

Dr. STORER: Don’t you think in the first 24 
hours you have to worry about other things that 
aren’t reflected in the hemoglobin, blood count or 
hematocrit? The patient who vomits a couple of 
pints of blood probably has several more hidden 
in the rugae of the stomach and intestine. A pa- 
tient with previous hypertension might be normo- 
tensive on admission with hemorrhage, which 
actually may be hypotension for this individual 
so that cellular hypoxia might occur in spite of 
what, on the surface, appears to be a normal 
blood pressure. 

Dr. MARSHALL: I think there is no doubt that 
the patient who has lost two or more liters of 
blood into the intestinal tract must be given 
blood early, but we have found that many cases, 
especially young patients, do well without it. 

Dr. Murpuy: Dr. Bilton, if you had a patient 
admitted in shock with massive hematemesis, 
how would you replace the blood lost? 

Dr. BILTON: By and large, I believe that blood 
should be replaced as it is lost, that is, ona 
volume for volume basis as you can best esti- 
mate it. I don’t believe it is ever wise to tempo- 
rize and give less. 


Speed of Reinfusion 


Dr. MurpHy: We have discussed at some 
length the amount of blood to be given the pa- 
tient who is actively bleeding. In my opinion, 
this is an extremely important point especially in 
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the elderly patient with coronary arterial disease. 
There are some who fear that by increasing the 
circulating blood volume and elevating arterial 
pressure, the clot, if present, in the bleeding ves- 
sel may be dislodged and cause a recurrence of 
bleeding. There are many risks of transfusion. 
Hypervolemia can occur and may be a hazard. 
But none of the preceding is nearly as hazardous 
to the patient who is actively bleeding as the 
hazard that he will exsanguinate. In this hospital, 
5 per cent of bleeding peptic ulcer patients die. 
Deaths have been predominantly of two types: 
(1) death from blood loss and shock and (2) death 
due to coronary arterial insufficiency due to de- 
creased blood volume in the presence of hemor- 
rhage. The studies of Dr. John Stewart of the 
University of Buffalo have shown that 2 to 4 L. of 
blood are required to restore the blood volume to 
normal in patients with severe gastrointestinal 
hemorrhage. 

We have commented upon the amount of 
blood to be given but we have not mentioned the 
speed of reinfusion. I believe that I can speak for 
the surgical members of the panel in stating that 
blood given for the replacement of previously 
lost blood should be given as soon as possible and 
as rapidly as technically feasible, preferably by 
forced infusion. Hypervolemia is a greater risk if 
transfusion has been delayed for 24 hours or 
more so that plasma volume has become expand- 
ed by interstitial fluid. Blood may be rapidly 
infused without fear of cardiac overload in the 
patient with a reduced blood volume. Adminis- 
trating 500 cc. of blood per minute represents 
only 10 per cent of the cardiac workload which is 
normally about 5,000 cc. per minute. 

Dr. Marshall, to pass on to a different area, 
what effect does nontreatment of ulcer or the 
presence of hydrochloric acid have upon the 
blood clot that presumably rests in the bleeding 
point? 

Dr. MARSHALL: First, the blood itself, being 
an amphoteric protein, neutralizes acid, and as a 
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result the patient receives a certain amount of 
medical treatment with his own blood. This is 
a poor way to treat ulcer. If the gastric pH 
can’t be kept up to 4 or above, the chances are 
great that bleeding will continue, especially if the 
patient is over the age of 50. Many young pa- 
tients, on the other hand, stop bleeding with no 
treatment at all. 

Dr. STORER: Would you be afraid to put a 
Levin tube in the patient’s stomach and give a 
barium meal if you didn’t know he had an ulcer? 

Dr. MARSHALL: I would prefer just to visual- 
ize the esophagus and not bother with the roent- 
gen visualization of the stomach and duodenum. 
In the presence of blood clot, the ulcer is fre- 
quently obscured on x-ray so that the test is not 
completely reliable. 


Laboratory Tests 
for Undiagnosed Massive Hematemesis 


Dr. Murpuy: I would like to ask Dr. Storer 
what !aboratory tests he would advise for the pa- 
tient with massive hematemesis who is as yet 
undiagnosed ? 

Dr. STORER: The red count, hemoglobin and 
hematocrit are of value. Blood volume is of con- 
siderable value when properly performed but 
there are certain laboratory errors which diminish 
its accuracy in some cases. Elevation of blood 
ammonia is a valuable sign of cirrhosis when pres- 
ent but a negative test does not exclude this 
diagnosis. 

Dr. MARSHALL: May I make a comment on 
the laboratory work? I think that one test that 
should not be forgotten is the Rumpel-Leede’s 
test, plus the prothrombin time, white count, 
coagulation and bleeding times. Leukemia is also 
a cause of gastrointestinal hemorrhage and if 
present we advise starting x-ray therapy con- 
jointly with antacid treatment. 

Dr. STORER: I should have included an evalua- 
tion of the coagulation mechanism, probably in- 
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cluding a fibrinogen level because of the well- 
known occurrence of fibrinolytic defects in peo- 
ple with bleeding. I would like also to know what 
drugs the patient has been taking; for example, 
steroids, aspirin, antihypertensives or other 
drugs which have been shown to cause hemor- 
rhage or ulceration. 


Surgical Exploration of Massive 
Hemorrhage of Undiagnosed Origin 


Dr. Murpuy: Dr. Bilton, if you surgically 
explore a patient with massive hemorrhage of 
undiagnosed origin and find no lesion in the in- 
testinal tract to account for the bleeding, what 
do you do? Also, will you comment upon the use 
of gastrotomy with the use of the sigmoidoscope 
for visualization of the stomach, duodenum and 
esophagus? 

Dr. BILTON: All of us approach an operation 
for massive gastrointestinal bleeding with some 
trepidation because in a number of instances we 
find no obvious cause for the bleeding. First, you 
must be sure that there is really no apparent 
lesion rather than merely having overlooked it. 
This requires thorough exploration. A gastrotomy 
is made and a purse string suture placed about a 
sterile sigmoidoscope which is inserted into the 
stomach. The tip of the Levin tube is grasped 
and brought up through the sigmoidoscope which 
is then threaded back over the tube so that it is 
guided easily up into the cardia and the distal 
esophagus. This maneuver can be quite difficult 
without the Levin tube as a guide but in the 
fashion described it is very easy. Thus the 
cardioesophageal junction is visualized. If no 
bleeding point is seen here, the scope is then 
partly withdrawn, the Levin tube is removed 
from the instrument and the sigmoidoscope then 
is directed down through the antrum and pylorus 
for a direct inspection of the duodenum. If the 
stomach had been shown to contain blood in 
significant amounts in the presence of an intact 


106 


and functioning pylorus, but no definite bleeding 
lesion could be seen, I would empirically perform 
a subtotal gastric resection: 


Atropine and Phenobarbital Therapy 


Dr. Murpuy: Dr. Marshall, why do you use 
atropine and phenobarbital in the treatment of 
these patients? 

Dr. MARSHALL: May I comment first on the 
last question? Let us not forget the ulcer in a 
Meckel’s diverticulum or the benign leiomyoma 
of the small bowel in the patient with obscure 
gastrointestinal bleeding. These may give periodic 
bleeding with melena for years similar to peptic 
ulcer. These may be very difficult to diagnose, 
especially the leiomyoma, which may be quite 
small and lie anywhere in the small intestine. In 
regard to your question concerning atropine and 
phenobarbital, we employ atropine in large dos- 
age because of its anticholinergic effect in reduc- 
ing hydrochloric acid secretion. We have reason 
to believe that phenobarbital, when given in 
adequate amounts, tends to protect against 
shock, perhaps similar to the protective effect 
demonstrated in the experimental animal by 
chlorpromazine against hemorrhagic hypoten- 
sion. The known adsorptive effects of aluminum 
hydroxide upon concomitantly given medication 
such as atropine requires that the dosage of these 
drugs be large to produce a physiologic effect in 
the presence of selective adsorption of the drug 
by the aluminum hydroxide. 

Dr. Murpuy: Dr. Storer, would you routinely 
insert a Sengstaken-Blakemore tube in a patient 
with massive hematemesis, and, if so, when 
would you do this? 

Dr. STORER: I do not routinely use this tube, 
but reserve it only for those cases in which bleed- 
ing from the esophagus is clearly established. I 
agree with Dr. Marshall, most of these patients 
are bieeding from ulcers, and they would receive 
no benefit from this type of tube. 
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Is Multiplicity of Hemorrhage Indicative 
of Elective Gastric Resection? 


Dr. Murpny: Dr. Bilton, do you believe that 
multiplicity of hemorrhage from ulcer is a valid 
indication for elective gastric resection? 

Dr. BILTON: By and large, I think so, and the 
reason is the same here as it is in other ulcer pa- 
tients who get into trouble. These people are of 
the make-up who will keep getting into trouble. 
They either do not stay on their treatment, or 
they are tense and emotional. I think that this is 
just as much an indication for resection as is 
obstruction. 

Dr. MARSHALL: Repeated hemorrhages are the 
result of inadequate treatment of ulcer. We have 
demonstrated in a series of 3,877 cases that only 
7.8 per cent of patients ever go a year, while eat- 
ing everything, taking no medicine and showing 
no symptoms. I believe that in the majority of 
cases the ulcer has never healed, and that con- 
tinued hemorrhage occurs from the original ulcer 
again and again. On the other hand, if the ulcer 
can be shown to be actually healed, and we now 
have a series of personally-followed cases in ex- 
cess of a thousand, in which only one-third re- 
curred in a period of three to five years while eat- 
ing everything and taking no medicine, that 
actual healing has occurred with scar tissue 
which resists ulceration better than normal 
mucosa. Therefore, if a patient after adequate 
treatment bleeds again, we assume that this 
represents a new, primary ulcer and that it 
should again be treated medically. In our own 
experience, patients in this hospital with multiple 
hemorrhages did not have a significantly higher 
mortality rate than did those with a single 
hemorrhage. I do not agree that multiplicity of 
hemorrhage is an indication for gastric resection. 

Dr. Murpuy: Dr. Bilton, how would you 
treat a patient who has had an emergency gastric 
resection for bleeding, who is nonresponsive to 
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medical therapy, and in the postoperative period 
has another massive hemorrhage? 

Dr. BILTON: It is possible that this patient 
might have an acute marginal ulcer or a stress 
ulcer, but it is more likely that we failed to get 
the original source of the bleeding at the first 
operation. If medical treatment fails, I believe 
you are obligated to re-explore the patient and, if 
necessary, do a higher resection. 


Severe Gastrointestinal Hemorrhage 
Secondary to Acute Pancreatitis 


Dr. Murpuy: Dr. Marshall, how would you 
treat a severe gastrointestinal hemorrhage sec- 
ondary to acute pancreatitis? 

Dr. MARSHALL: I would be inclined to treat 
severe gastric bleeding in the presence of pan- 
creatitis as I would treat a bleeding ulcer. How- 
ever, it has been my experience that most pa- 
tients with severe pancreatitis are unable to re- 
tain this amount of oral medication. If this were 
true I would use gastric suction and large amounts 
of anticholinergic drugs parenterally. 

Dr. MurRpPHY: Would you make any blood 
studies as to the presence of a possible coagula- 
tion defect in such a patient? 

Dr. MARSHALL: We make coagulation studies 
for increased capillary fragility, or defects in 
prothrombin, bleeding or coagulation time in all 
patients who are hemorrhaging. I don’t think 
that fibrinogen comes into this, does it? 

Dr. Murpny: As far as pancreatitis is con- 
cerned, I don’t believe this has been at all settled. 
Two defects are known to occur . . . one is an 
increased osmotic fragility of the red cell with an 
associated rise in plasma hemoglobin and the 
other is the presence of a circulating anti- 
thrombin. 

Dr. STORER: There are several factors that 
are involved in pancreatitis with hemorrhage. A 
few years ago Dr. Kazdan and I studied levels of 
circulating trypsin in patients with pancreatitis. 
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Upper Gastrointestinal Tract 


Trypsin itself is a powerful coagulant and will 
cause the coagulation of blood in the absence of 
thrombin, thromboplastin, and in blood from 
which the platelets have been removed. Trypsin 
levels were increased in patients with pancreatitis 
but the effect of smaller amounts of trypsin such 
as seen in the circulation were considerably dif- 
ferent than when pure trypsin was used in vitro. 
In small dosage it was found to increase the 
fragility of the red cell and was paralleled with a 
rise in the level of plasma antithrombin. There 
are probably many other unknown factors in- 
volved. One thing I can say is that very few pa- 
tients with pancreatitis who have developed this 
coagulation defect have survived so that it may 
be regarded as a dire prognostic sign. 

Dr. Murpny: Dr. Storer, what surgery would 
you advise in the patient with uncontrollable 
hemorrhage from both esophageal varices and 
gastric ulcer? 

Dr. STORER: In doing coagulation profiles on 
such a patient, some deficiency might be found; 
prothrombin levels are apt to be low in cirrhotics 
and should be corrected first. Bleeding varices 
have several forms of treatment . . . I prefer the 
Sengstaken-Blakemore tube, in most instances, 
as initial therapy and then, if conditions are 
favorable, performing a portacaval shunt, elec- 
tively, at a later date. There are a few patients in 
whom we might perform portal decompression 
as an emergency procedure. Occasionally a trans- 
thoracic direct ligation of the esophageal varices 
is indicated, and a further alternate procedure 
would be a gastroesophagectomy, although the 
mortality of the latter as an emergency procedure 
may be prohibitive. In these patients one must 
remember that portal hypertension is not the 
only factor in the production of hemorrhage. 
These patients also have severe peptic esopha- 
gitis usually with an associated incompetence 
of the esophagocardiac sphincter which allows 
gastric regurgitation with secondary esophageal 
acid-peptic ulceration. If I were confronted with 
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a patient such as you have described, who is 


bleeding both from the esophagus and the stom-. 


ach, I believe I would perform a proximal sub- 
total gastrectomy combined with a distal esopha- 
gectomy and an end-to-end anastomosis. 

Dr. MARSHALL: Would you permit the intern- 
ist for just one day to drip some aluminum 
hydroxide through that tube, since this patient 
also has a gastric ulcer? 

Dr. STORER: No. 

Dr. MuRPHY: Would you rather use milk? 

Dr. MARSHALL: Milk and calcium carbonate 
are more effective in elevating gastric pH than 
aluminum hydroxide, but aluminum hydroxide 
has the advantage of precipitating pepsin. I wish 
to point out that even in bleeding esophageal 
varices, as Dr. Storer has mentioned, there is al- 
ways an associated ulceration in the esophagus 
which is responsible directly for the hemorrhage 
to a greater degree, than is the actual portal hy- 
pertension. This esophageal ulcer is more likely 
to heal if the acid gastric content with which it is 
in contact can be neutralized effectively and the 
peptic activity of the gastric juice significantly re- 
duced. 

Dr. BILTON: Would you consider mobilizing 
and rotating this patient’s right colon and replac- 
ing the esophagus? 

Dr. STORER: The magnitude of this operation 
is too great to be performed under these emer- 
gency conditions. My answer is “‘no.”’ 

Dr. Murpuy: Dr. Bilton, what operation 
would you perform upon an 80-year-old man 
who has failed to respond to good medical ther- 
apy, who appears to be bleeding briskly from an 
arteriosclerotic vessel and who is virtually mori- 
bund at the time of surgery? 

Dr. BILTON: Unfortunately, this is a situation 
that occurs much too frequently, and is often be- 
cause of undue procrastination in medical therapy 
which is obviously not achieving the desired 
effect. The surgery should be the least possible 
which can assure a reasonable chance of success. 
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In your efforts to minimize the surgery you 
should not overlook the fact that although a man 
of this age can probably withstand a single surgi- 
cal trauma... the fact that he has reached the 
age of 80 proves he has good protoplasm . . . but 
you will not get a second chance to explore as he 
will not tolerate it; therefore, you must do enough 
to stop the bleeding, whatever that may be. I am 
not in favor of ligating individual vessels because 
I have seen too many failures with this procedure. 
Occasionally it may be necessary, but in general 
I favor a quick subtotal gastric resection. 


Are Drugs Responsible 
for and 


Dr. Murpuy: Dr. Marshall, what is your 
opinion of drugs as a cause of ulceration and 
hemorrhage? 

Dr. MARSHALL: This problem has not been 
settled. Although we originally thought that 
cortisone produced ulcers, and have seen recur- 
rences of ulcer symptoms in patients with prior 
ulcers when placed on such drugs, there is now 
some evidence that casts doubt as to the relative 
frequency with which this actually occurs. Re- 
serpine (Serpasil®) and other antihypertensive 
drugs are known to increase gastric acidity and 
may produce ulceration as may aspirin also. 
Phenylbutazone (Butazolidin®) is associated 
with a particularly high incidence of ulcer, and 
colchicine also is a gastric irritant. Of course, 
any of these iatrogenic ulcers may lead to hemor- 
rhage or perforation or both. 

Dr. Murpuy: What is the hazard of citrate to 
the patient, particularly the cirrhotic, who has 
received massive transfusions during the treatment 
of his bleeding episode? 

Dr. STORER: We do not use citrated blood in 
open heart surgery because of the production of 
metabolic acidosis and the interference with cer- 
tain coagulation mechanisms that are not im- 
mediately correctable. The detoxification of 
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citrate supposedly occurs in the liver; thus, this 
mechanism might be less efficient in the patient 
with cirrhosis. If coagulation defects occur fol- 
lowing massive transfusion, I like to use absolute- 
ly fresh donor blood as a direct transfusion. 

Dr. Murpuy: I wish to thank you for your 
informative and interesting views of the subject 
of alimentary tract hemorrhage. There have 
been points of agreement and disagreement, but 
I believe it is safe to summarize certain areas 
of concurrent opinion. In general it appears that 
serious gastrointestinal hemorrhage occurs most 
often from the upper portions of the intestinal 
tract, particularly the stomach, duodenum and 
esophagus. Peptic ulceration is the most frequent 
cause of intestinal bleeding, but esophageal 
bleeding, while less frequent, carries a very poor 
prognosis. Virtually all patients should be given 
initial medical treatment, which can be shown to 
be of value in both the patient with ulcer and 
with esophageal varices, but the surgeon must 
be available from the beginning to operate 
promptly if medical therapy does not control the 
bleeding. Decision for surgery should be made no 
later than 48 hours after the onset of hemor- 
rhage, and in some cases should be undertaken 
earlier. Increasing age carries, as expected, a 
greater chance of mortality, so that the older pa- 
tient must be followed with great care. Less fre- 
quent causes of hemorrhage such as tumor, blood 
dyscrasia, primary coagulation defect, drugs, 
Meckel’s diverticula, pancreatitis and other 
entities must always be included in the differen- 
tial diagnosis as to the cause of bleeding. The 
multiple methods of control of esophageal hemor- 
rhage seem to confirm that no uniformly satis- 
factory method has as yet been found. The ma- 
jority of patients with major gastrointestinal 
hemorrhage will recover regardless of the method 
of treatment is used, but to reduce the over-all 
mortality rate to the least possible minimum, 
great attention to the details of proper manage- 
ment is necessary in all patients seen. 
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‘Carbon Tet’— 
Kidney Remover 


B. J. DUFFY, M.D. 
Associate Editor, GP 


CARBON TETRACHLORIDE (CCl,) is not only a 
good spot remover, it is also excellent for wiping 
out renal function, particularly if the person ex- 
posed has been drinking. “Carbon tet”’ is a clear, 
colorless, heavy liquid with a characteristic 
odor. It is a potent fat solvent, and because of its 
property and noninflammability, is widely used 
in both industry and the household as a cleaning 
fluid. There are more than 35 tradenames of 
cleaning compounds containing CCl, and many 
of these do not indicate the potential toxicity of 
the agent. It is not commonly appreciated that 
very little exposure to CCl, may result in severe, 
even fatal, renal damage in a person who has in- 
gested moderate amounts of alcohol. The use of 
CCl, in enclosed spaces with inadequate ventila- 
tion can produce severe symptoms in five min- 
utes, and death has been known to occur in two 
hours. 

The primary toxic effect of CCl, exposure is 
acute renal failure or lower nephrosis. Most pa- 
tients with CCl, inhalation poisoning were ex- 
posed to cleaning fluid fumes after drinking beer, 
whisky or gin. Severe renal damage followed in 
every instance. 

The anuria after exposure to CCl, may not de- 
velop for one to three days. With the latent pe- 
riod and sometimes minimal exposure, the correct 
diagnosis of CCl, nephrosis is often missed. Phy- 
sicians have been too concerned with liver damage 
after CCl,, but acute renal failure is not only 
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the more common result of CCl, poisoning, it is 
also the usual cause of death in severely affected 
patients. 

There is no specific treatment but supportive 
therapy usually helps the patient during the 
oliguric or anuric period. Dialysis may be neces- 
sary. Fluids should not be forced and fluid and 
electrolyte balance should be carefully regulated. 
Since the cause of death is pulmonary edema or 
hyperpotassemia, the amount of fluids should be 
restricted. Fluids should be given by 10 per cent 
glucose to spare body protein loss and to protect 
against high serum potassium. 

Prophylaxis is extremely important and physi- 
cians’ efforts should be joined with those of pub- 
lic health departments to remove this “villain” 
among cleaners. The New York City Poison 
Control Center has stated that CCl, is “so 
vicious that it should be banned from every 
home.” Chlorinated hydrocarbons, such as 
trichlorethylene and perchlorethylene are rel- 
atively nontoxic, remove spots effectively and 
cost about the same as CCl,. If you must use 
CCl, don’t drink! 
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New Diagnostic Techniques in Viral Infections 


CHARLES C. SHEPARD, M.p. 


Communicable Disease Center, USPHS 
Department of Health, Education and Welfare 
Montgomery, Alabama 


It is now possible with improved laboratory 
techniques to obtain an exact diagnosis 

of a virus disease. Rapid diagnostic information 
may soon be available to physicians by the use 
of fluorescent antibody in some virus diseases. 
Fluorescent antibody can be used to diagnose 
infectious disease by (1) demonstrating 
antibody and (2) demonstrating antigen. 


IT WAS not many years ago that the laboratory 
diagnosis of a virus disease was a research pro- 
cedure not available to most physicians. As a 
result, the diagnosis of a virus disease was largely 
limited to clinical impressions without laboratory 
confirmation. Thesituation isnow muchimproved 
and it is possible for the physician to obtain a 
laboratory diagnosis in many of these diseases. 
True enough, in most instances the etiologic 
diagnosis of a virus disease does not modify the 


treatment of that particular patient because effec- ~ 


tive therapy is not usually available. However, a 
laboratory diagnosis of the specific virus causing 
the illness has a very healthy effect on the physi- 
cian’s diagnostic skill. Also, the laboratory result 
does not usually reach the physician until his 
patient is well and is of no help in handling that 
particular patient. Fluorescent antibody offers 
some promise in a more rapid diagnosis, and we 
will come back to this point. There is, of course, 
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no excuse for a diagnosis of “‘virus disease’ when 
the illness is a febrile episode of unknown etiology. 


New Findings in Virus Diseases 


The burden of the physician in learning new 
medical findings is a formidable one, and there is 
no question but that it will increase every year. 
There seems to be no escape from this task, except 
to set about it systematically. 

The new findings in virus diseases are some- 
times learned by the practitioner with relatively 
little effort. This happens when it becomes possi- 
ble to diagnose a known clinical entity with speci- 
mens a physician is used to taking. For example, 
it is becoming clear that some of the mild upper 
respiratory infections are caused by the recently 
isolated hemadsorption viruses (now more offi- 
cially known as parainfluenza I and III). These 
diagnoses are accomplished with throat swabs 
and acute and convalescent serum specimens, 
such as those taken for the diagnosis of influenza. 

In other cases, new findings concerning a virus 
disease call for a major revision of our concepts 
about the disease, and it is necessary for the physi- 
cian to correct the picture he had previously 
learned. This has occurred in polio, because it is 
now known that the isolation of poliovirus from a 
stool specimen does not allow the diagnosis of 
poliomyelitis, at least in the way that the disease 
used to be considered. A carrier state with polio- 
virus and other enteric viruses is very common, 
especially in children in the summer. In some 
studies, more than half the children in a particular 
population have been shown to be excreting at 
least one enteric virus. The true picture of enteric 
virus infection is that they are very common 
intestinal infections, but that clinical illness due 
to them is infrequent. Subclinical infection or, at 
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most, a mild, undifferentiable febrile episode is 
the usual result and the child may continue to 
excrete the virus for several months. Because of 
this, acute and convalescent bleedings must also 
be carried out because these will frequently show 
an increase in antibody that occurred at the time 
of illness and allow one to relate the onset of a 
systemic infection to the clinical episode. The final 
diagnosis arrived at in cases of enteric virus infec- 
tion has to be based on all the findings—the virus 
isolated, the antibody change and the clinical 
picture. 

Sometimes the new development in virus diag- 
nosis is a new technique, and the clinician has to 
become familiar with the principles of the new 
procedure in order to make intelligent use of it. 
The most familiar recent example of this is tissue 
culture. Although this is now a familiar term, 10 
years ago it was not and only the recent graduates 
have been able to learn medical virology with a 
suitable emphasis on tissue culture. It is only the 
most recent textbooks that do the job at all well 
in this regard, and it will not be until 1963, or 
two years from now, that physicians emerging 
from their first year of internship will learn their 
virology from such textbooks. 


Fluorescent Antibody Technique 


Now fluorescent antibody has entered the pic- 
ture and is just beginning to alter the subject of 
infectious diseases. It is in the process of being 
adapted to the whole field of microbiology, but its 
influence on textbooks of medical virology will not 
be reflected for another 10 years or so. 

Although this technique was described in 1940 
by Coons, its development was delayed by World 
War II. The procedure was cumbersome because 
of certain technical features which have recently 
been overcome. The description of the labeling 
compound, fluorescein isothiocyanate, by workers 
at the University of Kansas was of great assist- 
ance. Also, a number of very good commercial 
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lamps for fluorescent antibody work have become 
available in the last three years. 

There are two ways that fluorescent antibody 
can be used to diagnose infectious disease, one by 
demonstrating antibody, the other by demon- 
strating antigen. Only the latter will probably be 
of much help in making a “rapid diagnosis,” by 
that I mean one that is fast enough to be of help 
to the clinician to assist him in deciding the treat- 
ment of the patient from whom the specimens 
were collected. 


THE LABELING REACTION 


Let us first go over the basic ideas of fluorescent 
antibody. These are simple enough. One takes an 
immune serum, or globulin solution, and stirs it 
with fluorescein isothiocyanate. Fluorescein is a 
fluorescent compound which will emit light of a 
yellow-green color when irradiated with ultra- 
violet or near-ultraviolet light. The isothiocyanate 
group on the fluorescein molecule reacts with the 
free epsilon amino groups of the lysine present in 
serum proteins. Because they contain these groups, 
all the proteins become labeled whether antibody 
or not. Also, all of the antibody becomes labeled 
whether it is directed toward the antigen we are 
interested in or toward others. This labeling reac- 
tion is carried out at pH 9, in the cold, usually 
for an overnight period. The labeled serum is then 
dialyzed to remove unreacted fluorescein, and 
usually absorbed with tissue powders to remove 
some nonspecific substances. One then hasa serum 
containing protein molecules tagged with fluores- 
cein. The antibody molecules are, of course, also 
labeled. 


THE ‘DIRECT STAIN’ TECHNIQUE 


The antigen we are interested in is first fixed to 
a microscopic slide. It must be in a particulate 
form, such as bacteria or virus-filled cell, so it 
can be visualized microscopically. The slide is 
then flooded with the fluorescein-labeled serum, 
or globulin solution, and allowed to react for a 
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FIGURE 1. Fluorescent antibody stain of Asian influenza virus 
growth in monkey kidney tissue culture. The influenza virus 
antigen (yellow-green) uniformly outlines several cells stretch- 
ing across the field. 


FIGURE 2. Poliovirus type I in HeLa cells. The cytoplasm of 
several cells is filled with poliovirus antigen and the nucleus is 
relatively free of antigen. 


FIGURE 8. “Foamy agent,” a latent virus of monkeys. It 
appears in many monkey kidney tissue cultures and slowly 
produces a foamy degeneration with multinucleated cells. Note 
that only the nuclei are stained in the involved cells. 


time. The slide is then thoroughly washed to re- 
move unreacted material and examined with a 
suitable microscope and lamp fitted with special 
filters that pass light of wave length less than 
4,000 Angstroms, that is, the near-ultraviolet. 
This light causes fluorescein to emit its charac- 
teristic yellow-green. In the ideal situation the 
particles of antigen fixed to the slide become 
coated with fluorescent antibody and glow with a 
yellow-green, and everything else is dark or 
fluoresces with easily distinguished color. This 
ideal situation occurs when the only material in 
the labeled serum that reacts with anything on 
the slide is fluorescent antibody. Unfortunately, 
in practice, other materials react with material 
on the slide and it is necessary in every instance 
to include controls that prove the specificity. 
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FIGURE 4. Rabies (street virus) in a smear of an infected 
mouse brain. That the particles of yellow-green were rabies 
antigen was proved by the specific inhibition control described 
in the text. 


‘INDIRECT STAIN’ TECHNIQUE 


The technique described is called the “direct 
stain.” In the “indirect stain’’ the slide is first 
treated with unlabeled serum in order to coat the 
particles of antigen with an intermediate layer of 
unlabeled antibody. The slide is washed and then 
flooded with a labeled serum containing fluorescent 
antibody against the species of immune globulin 
coating the antigen. When this is washed and 
viewed microscopically as just described, the 
antigen particles are again seen to glow with the 
yellow-green of fluorescein. The indirect stain has 
several advantages for virus work. It is more 
sensitive, that is, it will work with a smaller 
amount of antigen. It can be used to measure the 
antibody in a patient’s serum. This is done by 
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using the patient’s serum in a series of dilutions 
in the intermediate layer. The highest dilution 
that results in staining is then observed. The anti- 
body titer observed by fluorescent antibody in- 
creases during the patient’s illness and con- 
valescence in the same way that it does in other 
serologic tests. 


PROOFS OF SPECIFICITY 


Morphology of Staining. It was said that proofs 
of specificity are needed in every test. What do 
they consist of? One of the most useful is the 
morphology of staining. Thus, a cell filled with 
polio antigen looks different from one filled with 
influenza antigen, and the rickettsiae of Rocky 
Mountain spotted fever do not, of course, re- 
semble streptococci. The morphology, or cytol- 
ogy, is of great help once one has become familiar 
with the test material. 

Immunologic Control on Specificity. In much of 
the work done in our laboratory in Montgomery, 
an immunologic control on specificity has been 
used. A serum that is to be used in the staining of 
typhus rickettsiae is diluted in typhus antigen 
prepared from typhus infected yolk sac, thereby 
tying up the typhus antibody with typhus antigen 
so that staining cannot occur. When we compare 
the staining seen with this antigen-treated serum 
with that seen with serum treated with uninfected 
yolk sac preparation, we can see whether the 
fluorescent staining was caused by specific typhus 
antibodies. This is a specificity control by inhibi- 
tion with antigen. | 

Inhibition with Unlabeled Antibody. Another 
control frequently used in the direct stain is inhi- 
bition with unlabeled antibody. An unlabeled im- 
mune serum is used in excess to saturate the 
antigenic sites and prevent the attachment of 
fluorescent antibody. The amount of inhibition of 
staining is compared with that seen when the 
conjugate is mixed with the same amount of 
normal serum. This is a specificity control by 
inhibition with antibody. 
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Use of the Fluorescent Antibody Technique 
in Specific Diseases 


Let us now discuss some specific diagnostic 
examples. It should be emphasized in the begin- 
ning that none of these tests are yet available for 
routine diagnostic use. They have been developed 
in research laboratories and many of them are 
now undergoing trial in diagnostic laboratories. 
It is a considerable jump from the conditions of 
the research laboratory with its close and highly 
trained professional supervision to the busy 
diagnostic laboratory. Many of the state diag- 
nostic laboratories have the necessary equipment 
and their personnel are becoming experienced 
with fluorescent antibody, and when it becomes 
clear just how the procedures can be carried out 
for routine diagnosis, they will be ready. 


PRIMARY ATYPICAL PNEUMONIA 


It was said that fluorescent antibody can be 
used in diagnosis either by demonstrating the 
antigen or by demonstrating the antibody. One 
disease, primary atypical pneumonia (PAP), can 
be diagnosed most reliably by fluorescent anti- 
body. This is the work of Dr. Liu, who is now at 
the University of Kansas Medical School. 

Primary atypical pneumonia was seen more 
frequently during the war, but it is still seen in 
epidemic years in certain areas. It causes a pneu- 
monitis, frequently with cold agglutinins and 
strep MG agglutinins. The virus also causes 
mild upper respiratory infections, usually with- 
out cold or strep MG agglutinins, but we do not 
yet know how frequently this occurs. Some 
years ago Eaton had isolated from cases of PAP, 
a virus that caused an irregular pneumonia in 
hamsters, and he said it would infect chick em- 
bryos. Many experts doubted that a virus had 
been isolated because they were unable to re- 
produce the work. Liu found, using fluorescent 
antibody techniques, that not all embryos be- 
come infected, but that he could select the 
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infected ones because the bronchial mucosa 
contained the antigen of the PAP virus and there- 
fore could be stained with fluorescent antibody. 
Furthermore, using patient’s serum in the in- 
direct stain, he could demonstrate a rise in anti- 
body during the patient’s illness and convales- 
cence, and consequently perform an etiologic 
diagnosis. He isolated several new strains of 
virus and established the etiology of PAP on a 
firm basis. 

CF Test. It seems likely that the indirect stain 
could be adapted to the serologic diagnosis of 
many other virus diseases, but usually when a 
virus has been isolated from a disease it becomes 
possible to produce enough antigen to perform a 
CF test. The CF test is also technically difficult, 
but personnel are already trained in its use, and 
there seems little to be gained by replacing it. 
However, it is expected that other examples will 
be found where fluorescent antibody is the pre- 
ferred method. 

‘Rapid Diagnosis.’ A diagnosis may also be 
made by demonstrating the antigen by fluores- 
cent antibody stain, and this is where the term 
“rapid diagnosis” has its place. Dr. Liu has also 
made the best contribution to this side of the 
picture. He found that the nasal washings of pa- 
tients in the first few days of influenza frequently 
contain cells filled with influenza antigen that 
could be stained with fluorescent antibody. The 
cells in the nasal washings were sedimented, and 
a smear of them made and stained by direct stain 
with a conjugate made from an anti-influenza 
serum prepared in rabbits. He found this could 
be done with influenza A and influenza B and 
was able to confirm the observation in the influ- 
enza pandemic in 1957. Smears from a significant 
proportion of the patients were not found posi- 
tive, so that a negative result did not mean that 
the infection was not influenza. 

Liu, with Coffin, also found that a diagnosis of 
distemper in dogs could be made by fluorescent 
antibody stains of conjunctival smears. 
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STREPTOCOCCAL PHARYNGITIS 

A similar early diagnosis will probably be possi- 
ble in streptococcal pharyngitis. Here, however, 
there are not enough organisms present in a direct 
smear of the pharynx and an enrichment culture 
in Todd-Hewitt broth must first be carried out 
for two to three hours. This still allows the 
laboratory diagnosis to be done on the first day. 
This work has been done by Moody and Updyke 
at CDC in Chamblee, Ga., and, experimentally, 
in a number of state diagnostic laboratories. 


HERPES SIMPLEX INFECTIONS 


Another early diagnosis was reported by Bege- 
leisen, Scott and Lewis, at the University of 
Oklahoma, in the case of herpes simplex infec- 
tions. Scrapings were made from the base of the 
herpetic lesion. The antigen could be detected by 
fluorescent antibody stain in each case from 
which herpes simplex virus could be isolated. 


RABIES 

Another disease in which fluorescent antibody 
methods are being found useful is rabies. As you 
know, when a person is bitten by a dog, a de- 
cision must be made as to whether rabies im- 
munization should be started. The rabies vaccine 
is not innocuous and its use leads to uncomfort- 
able local reactions and infrequently to death 
from encephalitis. The correct procedure to follow 
is for a veterinarian to observe the dog for signs 
of rabies. If the dog shows evidence of rabies, he 
should be killed and his head sent to the labora- 
tory. Here a stain for Negri bodies is done, and 
if this is positive, vaccination of the human must 
be started. If the examination for Negri bodies 
is negative, however, mice must be inoculated 
with brain suspension. The test in mice takes a 
week or more to complete and usually immuniza- 
tion of the human is delayed until the outcome 
of the test. 

Workers in Montgomery have found that in- 
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fection of the dog can also be diagnosed by 
fluorescent antibody by examination of smears of 
the dog brain or, with somewhat more difficulty, 
of the dog salivary gland. A field study was car- 
ried out with specimens submitted to the Ala- 
bama State Health Department Laboratory. 
There were 55 rabid animals, as shown by mouse 
inoculation of the brains, and 48 were positive by 
fluorescent antibody stains of salivary glands. 
Two of these were from animals in which Negri 
bodies had not been found. 

It is not yet clear whether fluorescent antibody 
examination should be carried out on brain or 
salivary gland. Several state laboratories are 
working with fluorescent antibody in rabies, and 
it is hoped the situation will become clear soon. 

Misleading Newspaper Reports. Before we leave 
rabies, I would like to point out how misleading 
the newspaper reports have been. In order to say 
that fluorescent antibody makes a rapid diagnosis 
they have eliminated the results with the ordin- 
ary Sellers’ stain for Negri bodies, which is, of 
course, even more rapid than fluorescent anti- 
body. Then they can say that the fluorescent 
antibody result is known in a few hours whereas 
the old method required a week or two. There do 
seem to be a few cases when the examination for 
Negri bodies is negative and the fluorescent anti- 
body stain positive, and this fluorescent antibody 
result would allow vaccination to be started a 
week or two earlier in these cases. 


The Future of Fluorescent Antibody 


What can we guess the future of fluorescent 
antibody will be in the diagnostic laboratory for 
infectious diseases? The procedures are technic- 
ally difficult and require experience and training, 
and a familiarity with how things can go wrong. 
Routine diagnostic methods have to be reliable 
and completely specified so that they will oper- 
ate consistently without elaborate professional 
supervision. This seems only a matter of time. 
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As I said, many of the state laboratories are in 
the ‘‘tooling up” stage. It should be made clear, 
however, that the procedures will be confined to 
the larger diagnostic laboratories for some time 
and they do not yet seem to be suitable for the 
busy hospital pathologist. 

There seems little question that fluorescent 
antibody will become an intimate part of the 
diagnostic laboratory procedures, as assistance 
to other methods. For example, after we have 
isolated a strain of rickettsiae in eggs, then we 
can quickly and easily identify it by fluorescent 
antibody. Identification still takes several weeks, 
but the older methods required much more time 
and work for the same degree of accuracy. 

What seems to be the future for rapid diagnosis 
of virus diseases by detection of antigen by fluo- 
rescent antibody? There is an appreciable physi- 
cal limitation on this method that has to do with 
the volume of material that can be examined by 
microscopic examination. It takes about 100,000 
particles per cc. of material before one can expect 
to find them in a five-minute microscopic search. 
Probably in many diseases the amount of antigen 
in the acute stages is much less than this. An 
illustration of this limitation is available in 
streptococcal pharyngitis. Direct smears from 
the throat did not contain enough organisms to 
give positive results in most cases, and a three- 
hour enrichment culture in Todd-Hewitt broth 
had to be performed in order to grow enough 
streptococci to give a positive smear. Such pre- 
liminary cultures are arranged rather easily for 
bacteria, but not as easily for viruses. __ 

There is another limitation imposed by the na- 
tural autofluorescence of certain clinical ma- 
terials. A fecal smear fluoresces with a multitude 
of colors that interfere markedly with attempts 
to show fluorescent antibody staining. There is 
no reason to expect that polio and other enteric 
virus infections will be susceptible to rapid diag- 
nosis by detection of antigen in clinical material 
unless this technical obstacle is removed. 
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Chicago, Illinois 


The treatment of fractures of the humerus 

by means of the hanging cast has proved 

to be a safe and efficient orthopedic procedure. 
This method has been used in the series 
presented here with uniformly good results. 
The method, with rare exceptions, 

is recommended for all closed humeral 
fractures and should yield superior results. 


Past Studies of the Hanging Cast Method 


THE FIRST use of the hanging cast for treat- 
ment of fractures of the humerus is generally 
credited to John A. Caldwell. In 1983, he an- 
nounced that his institution was treating frac- 
tures of the shaft of the humerus by reduction of 
the fracture and the application of a plaster cast 
from the axilla to the wrist. The forearm was 
flexed to a right angle and the cast suspended 
from the neck by a sling. At first, Mittledorf tri- 
angles were used to promote moderate abduction 
of the arm, but later these were found unneces- 
sary and discontinued. Caldwell indicated that 
the treatment does not furnish classical immobili- 
zation but, by the same token, it does not restrict 
motion at the shoulder joint during healing. 
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In 1940, Caldwell wrote of 59 fractures of the 
humerus treated by a hanging cast; however, 22 
of these were preceded by three to 95 days of 
balanced traction in bed. His over-all results 
showed union and good function in the majority 
of patients. Four delayed unions and only one 
nonunion were noted in the series. 

In 1989, Griswald, Goldberg and Joplin in- 
dicated that, with few exceptions, this method 
was applicable to all varieties of fractures of the 
humerus including supracondylar fractures of 
both the “‘T” and “Y” type. They reported 128 
cases with healing in all but one of the fractures, 
and with residual shoulder motion superior to 
any previous method of treatment. The only 
nonunion in their series resulted after an open 
reduction and it was believed that the hanging 
cast had not given adequate immobilization. 

In 19387, Laferte and Rosenbaum reported 58 
patients with humeral fractures. They believed 
that manipulation of the fracture into accept- 
able position was indicated and if this was not 
obtained, an open reduction was necessary. They 
also believed that supracondylar fractures were 
not suitable for the hanging cast type of treat- 
ment. 

In 1955, Stewart and Hundley reported an ex- 
tensive series of cases of humeral fractures 
treated with hanging casts with excellent results. 

Despite the fact that this has been one of the 
most successful methods of treating closed frac- 
tures (formerly called simple) of the humerus, 
there are relatively few other series of cases re- 
ported in the English literature. 

Some authorities tend to discredit the hanging 
cast method, believing that immobilization with 
a slab cast to the entire arm and sling fixation 
is preferable; if there is any separation of the 
fracture fragments, open reduction with internal 
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FIGURE 1B. Illustration of position for abduction, adduction, 
flexion and extension exercises of the shoulder. 


FIGURE 2A. Closed transverse fracture of the midhumerus. FIGURE 2B. X-ray taken five days after application of hang- 
ing cast. Position judged to be satisfactory. 
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Hanging Casts 
and Humeral Fractures 


fixation is the preferred method of treatment. 
However, we have found hanging casts to be the 
most satisfactory means of treating humeral 
fractures from the anatomic neck of the humerus 
to, and including, supracondylar and ‘‘T”’’ frac- 
tures of the distal humerus. Some of our cases 
even showed distraction of fragments but if the 
hanging cast treatment was continued, healing 
was uneventful and union was solid (Figures 4 a, 
b, c and d). 


FIGURES 2c and D. Three months after fracture. Note exten- 
sive, solid mature callus. Patient had been using two crutches 
for support of a fractured tibia for the previous four weeks. 
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Application of Cast 

It is true that the hanging cast violates all the 
accepted principles of fracture treatment. (Frac- 
tures have to be rigidly immobilized, including 
the joint above and the joint below the fracture 
level in the fixation.) The top of the hanging cast 
usually is at the fracture level or slightly above it 
(Figure 1a). The relation of the level of the cast 
top to the fracture has not been critical in our 
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FIGURE 3A. Fracture of the surgical neck of the humerus with 
moderate impaction. 


FIGURE 3B. Subluxation of the humeral head two weeks after 
the application of the hanging cast. 


FIGURE 3c. Two weeks after removal of the hanging cast the 
fracture was healed. Excellent anatomic alignment; humeral 
head subluxation reduced. 


Hanging Casts 
and Humeral Fractures 


experience, but the cast should extend up into the 
axilla as high as is comfortable to the patient. 
This immobilization does not include, of course, 
the shoulder joint. 

The hanging cast is easily applied with the aid 
of one assistant who holds the patient’s arm to 
minimize painful motion at the fracture site. No 
definitive attempt to align or position the frac- 
ture fragments is made in the majority of cases 
(Figures 2a and b). Manipulation of the fracture 
is quite painful. If it is necessary to reduce or 
align the fracture to a better position, a general 
anesthesia is essential. This method of attack 
particularly applies to supracondylar fractures, 
but it may also be needed for severely displaced 
transverse fractures. 

Following adequate reduction, the cast is ap- 
plied, usually from the axilla to the wrist. For 
older individuals we have included a support for 
the hand and wrist that does not completely 
enclose the wrist but does allow wrist motion. A 
bent piece of coat hanger or a loop of plaster is 
then provided to get a point of attachment for 
the neck sling at the wrist. 


CAST FOR BED-CONFINED PATIENTS 


If the patient requires bed care because of 
other injuries, then a second loop is made on the 
cast at the inferior aspect of the elbow. A rope 
may be fastened to this loop and passed over a 
pulley at the foot of the bed to a weight hanger 
with about 3 to 4 lb. of weight. It is not the pur- 
pose of this mild traction to provide a strong 
pull. As few as 6 lb. of weight may distract the 
fracture fragments and cause nonunion. An ade- 
quate hanging cast for the average individual 
should use about three or four rolls of 4-in. plas- 
ter bandage, yielding a cast weighing between 2 
and 3 lb. Excessive weight is undesirable. 


CAST FOR AMBULATORY PATIENTS 


The ambulatory patient treated in a hanging 
cast must, of course, sleep in a semireclining posi- 
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FIGURE 4A. Transverse humeral fracture. Coincidental frac- FIGURE 4B. Fracture of humerus two and one-half weeks 
ture of radius and ulna in the same arm. A hanging cast after injury. Note appearance of cullus and alignment of the 
was applied. arm. 


FIGURES 4C and D. Fourteen months after fracture. Note 
mature bone uniting the fracture fragments. 
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FIGURE 5A. Supracondylar ‘“‘T”’ fracture of the humerus with 
displacement. General anesthesia was used for reduction and 
a hanging cast was applied. 
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Hanging Casts 
and Humeral Fractures 


tion at least the first.one to two weeks in order to 
maintain constant aligning traction at the frac- 
ture site. The cast should not be supported at any 
time by pillows or clothing. When the patient sits 
in a chair, the cast should not rest on the arm of 
the chair. 

Exercises. After the first few days of treatment, 
the callus will begin to form and fracture crepitus 
will disappear. At this point, the patient should 
be instructed to begin exercises to maintain 
shoulder motion (Figure 1b). The cast is used for 
four to six weeks, and it is not uncommon for 
adequate callous formation to be present in this 
period of time (Figure 2). Occasionally, in older 


FIGURE 5B. X-ray after reduction and following wedging of 
the cast to improve the alignment of the fracture. The hanging 
cast was used six weeks. 
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patients with poor muscle tone, the weight of the 
cast will subluxate the shoulder joint; however, 
in our experience, this is not usually a reason to 
remove the cast. The humeral head will align it- 
self when the cast is removed and muscle tone is 
regained (Figure 3c). 


UNFAVORABLE ANGULATION 


Unfavorable angulation can sometimes be seen 
in follow-up x-rays. This is particularly true in 
fractures in the upper third of the humerus where 
abduction of the proximal fragment may be 
noted. If angulation is noted and is excessive, a 
few ABD pads taped to the inner aspect of the 


cast at the elbow will sufficiently abduct the arm 
in the cast to more adequately align the fracture 
fragments. Even though the hanging cast posi- 
tion internally rotates the distal fragment, very 
few internal rotation contractures of the shoulder 
develop. Occasionally, a supracondylar fracture 
alignment may not be quite adequate and the 
cast can be wedged to improve this position 
(Figure 5b). 


Open Humeral Fractures 


We have used the hanging cast in almost every 
type of closed fracture of the humerus with great- 
er assurance of union and fewer complications 


FIGURE 5c. Six months after fracture. Alignment and 
healing in the anatomic position. Range of elbow motion: 
flexion—60°, extension—170°. 
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than open reduction with internal fixation can 
provide. 

It is quite true that open reductions may 
lead to more satisfactory x-ray alignment, but 
this does not always assure an eventually ade- 
quate functional end result (Figures 7a, b, c and 
d). Inasmuch as the humerus is not a weight- 
bearing bone, anatomic alignment is not abso- 
lutely necessary and slight angulation or off-set 
deformities are consistent with excellent func- 
tional results. 

When a humeral fracture site is opened, as 
in an open fracture or for internal fixation, the 
humeral fracture seems to change from a frac- 


FIGURE 6A. Fracture, midshaft of humerus, pathologic 
(Paget’s disease). Treated by a hanging cast. 


ture which heals rapidly with apparently trivial 
treatment to a fracture demanding more com- 
plete immobilization for union which may be de- 
layed or never occur. 

It is our belief that severe, open humeral frac- 
tures are better treated by rigid immobilization 
and early bone grafting. The hanging cast seems 
to be a rather unreliable technique for these 
types. Preservation of the fracture hematoma 
seems to be important for early union in humeral 
fractures, and this hematoma is, of course, dis- 
sipated in open (formerly called compound) frac- 
tures or by open reduction of these closed frac- 
tures. 


FIGURE 6B. Four weeks after application of hanging cast. 
Fixation was adequate for the removal of cast and the arm 
was clinically healed. 
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FIGURE 7A. Oblique fracture of the proximal third humerus. FIGURE 7B. After open reduction and internal fixation with 
Closed reduction did not change fracture fragments. two screws. Secure fixation noted at surgery. 


FIGURE 7C. Patient treated in a hanging cast for six FIGURE 7D. X-ray taken 27 months after original fracture. 
months. Nonunion was present 11 months after surgical After intramedullary rod fixation and iliac bone grafting, 
intervention. fracture was consolidated. 
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Hanging Casts 
and Humeral Fractures 


Survey on Methods 
of Treating Humeral Fractures 


A survey of a series of humeral fractures that 
we treated from 1941 to 1958 shows that there 
were 83 fractures treated by the hanging cast 
method. Two of these were open fractures and 
one of these open fractures went on to nonunion. 
All of the remaining 82 fractures healed com- 
pletely (Table 1). 

In this same period, 15 humeral fractures, in- 
cluding four open fractures, were treated by open 
reduction and internal fixation (Table 2). Three 
developed nonunion; one patient developed a 
severe infection that caused prolonged disability, 
and one young female developed a rather ugly 
keloid scar which nullified the otherwise excellent 
anatomic x-ray result. 

In the over-all total of 98 patients, there were 
three radial nerve palsies, one of which was ex- 
plored and an external neurolysis carried out; the 
other two cases recovered spontaneously. As 
mentioned by Kennedy and Wyatt, radial nerve 
damage is not necessarily an indication for a 
primary open reduction of a fractured humerus. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


The Author 
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TABLE 1. 
Fracture of the Humerus 
(treated by hanging cast method) 
Surgical and anatomic neck........... 39 
Proximal one-third humeral shaft. ..... 16 
Middle one-third humeral shaft........ 15 
Distal one-third humeral shaft......... 7 
Supracondylar humeral fracture........ 6 

Total 88 
TABLE 2. 
Fracture of the Humerus | 
(treated by open surgical methods) | 
Surgical and anatomic neck fractures... 1 
Proximal one-third of the humerus... .. 3 
Middle one-third of the humerus....... 2 
Distal one-third of the humerus........ 
Supracondylar humeral fracture........ 6 | 

Total 15 
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Eversive Cervicitis = 


rEORGE S. ALLEN, M.D. 


MALCOLM L. BARNES, 
_ouisville, Kentucky 


Hverstve cervicitis is the most common 
pathologic lesion of adult females. 

Untreated or disregarded it may lead to malig- 
vancy. A multiple biopsy conization technique 
offers a practical office solution 

io cervical cancer detection. 


THIS ARTICLE is written to report the results of a 
study of chronic cervicitis. It comprises 1,012 
cases and is large enough to have statistical va- 
lidity. The patients involved have come entirely 
from the private general practice of one of the 
authors and the histopathology was done in the 
private laboratory of the other. Therefore, the 
study is distinct since it was carried out entirely 
in private practice under the same conditions 
present in most private practices. The only spe- 
cial equipment used was photographic and this 
was solely for the purpose of record. The patients 
were predominantly white middle-class Gentile 
women having a median age of 27 years. Statis- 
tically this age is about eight years below the 
general median age of detection of carcinoma in 
situ of the uterine cervix, and approximately 18 
years younger than the average age of women 
with invasive cervical carcinoma. 

Chronic cervicitis is undoubtedly the most 
common pathologic lesion of adult females. Es- 
timates of its incidence range from 30 to 85 per 
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cent of the adult female population. Considering 
its frequency, it is hard to realize that its etiology, 
pathology, symptomatology and therapy have 
neither general understanding nor medical agree- 
ment. 

The frequency of untreated and disregarded 
chronic cervicitis is altogether too high and the 
grossly incorrect neglect of speculum examina- 
tions of the cervix is to be regretted because 
chronic cervicitis has been implicated as a fore- 
runner of malignancy. 


Objectives 

Our main objectives were to find an answer to 
the following questions: 

1. What is chronic cervicitis? How could it be 
that one physician would regard a cervix “‘clean”’ 
when another thought it diseased? 

2. What symptomatology, if any, is associated 
with chronic cervicitis? 

3. How effective is the method of treatment 
employed—an office conization technique? 

4. What association does chronic cervicitis 
have with malignant change in the cervix? 


Methods of Study 


To answer these questions we devised a method 
of study involving multiple biopsies of the cervix. 
We employed a clinical camera so that each pa- 
tient might be photographed before biopsy and 
after treatment. The biopsies were taken from 
predetermined sites (three from the anterior lip 
and three from the posterior lip) and numbered 
accordingly. In this way it became possible to 
study the gross appearance of chronic cervicitis 
simultaneously with study of the histology. We 
used a carbon arc microslide projector for the his- 
tology and a standard Kodachrome® slide pro- 
jector for the gross photographs. We also studied 
the results of treatment (to be outlined later) in 
this way. In addition to the gross lesion photo- 
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Eversive Cervicitis 


graph, photographs of the lesion after application 
of Schiller iodine stain were taken. 

A standard set of questions has been used in 
each case in the study. We have inquired about: 
(1) circumcision status of the husband, (2) con- 
traceptive practices—particularly condom, (3) 
discharge, (4) dyspareunia, (5) low back pain, 
(6) low side pain, (7) anogenital cleansing habits 
and (8) usual statistical information such as age, 
parity, gravity. 

A standard questionnaire has been employed 
at the time of follow-up to evaluate the effective- 
ness of treatment subjectively. 

Papanicolaou smear tests have been used on 
543 cases in the study. Separate smears from the 
endocervical canal and the pars vaginalis were 
taken. The smears were taken immediately before 
biopsy so that a true comparative study was 


possible. 


What Is Chronic Cervicitis? 


For the purpose of clarity, we would like to 
define chronic cervicitis as follows: When the 
squamocolumnar junction is distal to the ana- 
tomic external os so that glandular epithelium is 
found on the pars vaginalis of the cervix (this we 
term eversion), and leukocytic infiltration is pres- 
ent histologically in the biopsy specimen, the 
condition is diagnosed as chronic cervicitis. 

The Schiller iodine test readily serves to point 
out eversion grossly—in fact, it is excellent as a 
screening method to determine the normalcy or 
abnormalcy of the cervix. If, after application of 
Schiller solution, the cervix stains mahogany 
brown over the entire pars vaginalis and up to 
the exact anatomic external os, the cervix is nor- 
mal. Any deviation from such staining indicates 
abnormaley and probably calls for treatment. 
An exception is the poor staining of the post- 
menopausal cervix—here the Papanicolaou smear 
is very important. 

The gross appearance of chronic cervicitis is 
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highly variable. Investigators describe the papil- 
lary form, the annular form, the granulomatous 
form and numerous others. Originally we at- 
tempted to classify cervicitis in such a manner, 
but our study of gross and microscopic pathology 
simultaneously revealed absolutely no correlation. 
Therefore, we have adopted the rule that any 
cervix showing a negative (nonstaining) Schiller 
zone around the external os warranted biopsy 
and this procedure aided us to establish a clinical 
diagnosis of chronic cervicitis. 


HISTOLOGIC FEATURES OF EVERSIVE CERVICITIS 


The term erosion has been in general use since 
the work of Robert Meyer. However, we object 
to this term because by definition it means a loss 
of substance. In chronic cervicitis there is rarely 
a loss of substance. The angry red lesion referred 
to mistakenly as erosion is actually eversion. 
Histologically, the tissue is columnar or glandular 
epithelium that is indistinguishable from the 
lining of the endocervical canal. In fact, it is 
actually aberrant endocervical mucosa. 

Histologically, one finds other significant fea- 
tures. Polymorphonuclear infiltration of varying 
degree is present. As noted previously, this in- 
filtration together with the presence of glandular 
mucosa in the cervical biopsy substantiates a 
diagnosis of chronic cervicitis. Also, there may be 
squamous metaplasia, that is, squamous epithe- 
lium overlying or mixed with glandular epithe- 
lium. When the metaplastic change is so extensive 
that it replaces the glands themselves, the term 
epidermidalization is used. Rarely does one find 
true erosion or loss of surface epithelium. When 
it occurs it is usually in cases of acute infection. 
By and large, however, the histologic features of 
chronic cervicitis are: (1) glandular epithelium, 
(2) polymorphonuclear infiltration and (3) squa- 
mous metaplasia. 

In light of these findings we designate the 
lesion eversive cervicitis since it more accurately 
explains the condition. 
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Symptomatology 

There is no agreement on the question of symp- 
toms of eversive cervicitis. It has been our im- 
pression that women complaining of backache, 
side pain and discharge frequently volunteered 
the information that the symptoms disappeared 
after conization. In an effort to investigate the 
possibility of a symptom complex being associated 
with cervicitis, we asked each patient standard 
questions at the time of treatment. The questions 
and responses were as follows: 

i. Which way do you wipe at toilet? (79.1 per 
cent wipe wrong. ) 

2. Is your husband circumcised? (64 per cent 
husbands reportedly uncircumcised.) 

3. Do you use rubbers as a contraceptive? (32 
per cent used rubbers.) 

4. Do you have a discharge? (97.5 per cent had 
discharge. ) 

5. Do you have pain at intercourse? (62.8 per 
cent complained of dyspareunia.) 

6. Do you have low back pain? (80 per cent had 
back pain.) 

7. Do you have pain low in your sides? (79.6 
per cent had side pain.) 

Our follow-up procedure was designed to evalu- 
ate the subjective phase of treatment. We de- 
signed a questionnaire in an effort to evaluate the 
effectiveness of treatment (Figure 1). 

The results listed below are based on 645 com- 
pleted questionnaires. 


Discharge—subjectively arrested 

or much improved......... 97.3 per cent ~ 
Dyspareunia................ 97.8 per cent 
Low pelvic pain............. 95.0 per cent 


We admit the possibility of suggestion trans- 
ference from investigator to patient, and we 
realize the subjective nature of such complaints 
as listed above. Nonetheless, we are of the 
opinion that the above statistics are significant. 

In addition to the preceding symptomatology 
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THIS IS A CONFIDENTIAL QUESTIONNAIRE 


Ge... «+. you had a biopsy and conization of your cervix done at 
this office. At that time our records show that you had the com- 
plaints listed below. We are attempting to evaluate our work ac- 
curately, therefore, we ask your cooperation in filling in this form. 
Furthermore, we earnestly solicit any additional comments which 
you may have pertaining to your condition before the operation 
was done. 


(1) Is your husband circumcised? Yes...... ee Don’t 
know...... 

(2) Do/Did you use birth control? ...... What type? ...... 
All the time?...... Part of the time?...... 


(4) Have you had any complications in childbirth?...... If so, 
Now, on...... , we wish to know what difference exists in your 


condition as compared to the information given above. We 
again ask that you comment freely. 


FIGURE 1. 


associated with eversive cervicitis, we have noted 
in our analysis of data that the complaint of 
sterility was encountered as a chief complaint in 
37 cases. Conception occurred in 18 of these cases 
after biopsy and conization. No other sterility 
studies were done, and only proconceptive advice 
was given. While this constitutes a small series, it 
appears to support the concept that eradication 
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In addition, we should like to know the following: 
(3) Do/Did you have any trouble with your periods?...... 


Eversive Cervicitis 


of eversive cervicitis when present is highly in- 
dicated in infertility management. It is note- 
worthy also that of the 19 cases who did not con- 
ceive, one underwent hysterectomy for carcinoma 
which was found at the time of biopsy and coniza- 
tion, and another case was the wife of an azoosper- 
mic husband. Corrected statistics, therefore, in- 
dicate a 51.4 per cent success rate in the cases of 
sterility in our series. This figure suggests that 
infertility can result from eversive cervicitis and 
seems to support the concept of cervical pathol- 
ogy being of etiologic consideration in sterility 
studies. 


Treatment of Eversive Cervicitis 


In any form of treatment of chronic cervicitis, 
the two following basic principles are involved: 
(1) The histologic nature of the disease must be 
known—this makes biopsy and/or Papanicolaou 
smear mandatory. (2) The disease must be com- 
pletely removed. It makes little difference how 
these principles are accomplished in terms of final 
cure but simplicity, patient economy and accept- 
ance and adaptability are considerations of con- 
cern to those not now firmly convinced of the 
superiority of a particular method. Therefore, 
we offer the method employed in our study for 
evaluation by such uncommitted individuals. 


EQUIPMENT 


Our procedure depends primarily upon a good 
biopsy instrument. Our personal preference is the 
Schubert forceps. This instrument has basket- 
type alligator cutting jaws and will secure biopsy 
specimens that will delight most pathologists. 
The Schubert forceps (Figure 2) also enables the 
operator to take biopsies without having his hand 
obscure his view. In addition to the biopsy in- 
strument, the following equipment is necessary: 

1. A bivalve speculum. (We prefer one made of 
Bakelite® material because of reduced light 
glare and heat conduction.) , 
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2. An adequate light source. (We recommend a 
good ENT head lamp.) 

3. An electrocautery. (We prefer a direct cau- 
tery rather than the spark-gap type.) 

4. Aqueous benzalkonium chloride (Zephi- 
ran®) 1:1,000. 

5. Ample supplies of gauze for sponging. 

In addition, we recommend Schiller’s iodine 
solution to perform the Schiller test and, if avail- 
able, material for Papanicolaou smears. 


THE AUTHORS’ METHOD 


Step 1. Anesthesia is not essential. The only 
discomfort experienced by the patient will be dull 
lower abdominal cramping at the time of cauter- 
ization. For this reason, we use self-administrable 
trichloroethylene (Trilene®). Cleanse vagina 
and cervix with 1:1,000 aqueous benzalkonium 
chloride and wipe dry. The sites for primary 
biopsy are shown in Figure 3, Step 1. Cut them 
cleanly and adequately. Bleeding is not a serious 
problem. Do not worry about taking too much 
tissue. Your instrument will not permit it in one 
clean bite. These specimens go to the pathologist. 
Originally we used six sites but now we often 
take as many as 15 to 16 pieces circumferentially 
around the cervix. 

Step 2. Use the biopsy forceps exactly as you 
use a rongeur. Cut away the remaining bridges of 
tissue between the original biopsy sites. Begin on 
the lower lip so that the bleeding will not tend to 
obscure your view. Again, the bleeding will not 
be serious. Sponge when necessary. Cut from the 
periphery of the lesion conically into the cervical 
canal. When you have developed the rough cone, 
tampon it temporarily with a dry sponge. 

Step 3. Select a suitable cautery tip. (Usually 
a thin nasal-type tip with medium current is ex- 
cellent.) Bend the tip to an angle so that it will 
approximate the round, coned surface. 

Step 4. Begin on the anterior lip and place the 
bent tip flat against the raw surface and cauterize 
just long enough to stop bleeding. Remove it and 
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FIGURE 2. 


reapply segmentally to the right or left (your 
preference) until you have covered the entire 
area of the rough cone. Apply and reapply until 
you have satisfactorily accomplished hemostasis 
and cosmetic smoothness. You will have to 
sponge frequently. You will find cotton swabs 
valuable as well as gauze sponges on a sponge 
stick. 

Step 5. You are now ready to “finish up.” 
First be certain that your cauterization overlaps 
the margin of the lesion. Generally overlap into 


healthy looking squamous mucosa about 1 to 2 if — 
mm. If you employ the Schiller solution, origi- Step 3. 
nally, the border of the lesion becomes more — EE 


starkly apparent. 

Second, use a straight cautery tip (or straighten 
the one you are using) and insert it into the cer- 
vical canal (about 0.5 cm. usually—only ex- 
perience will tell you how far to go). When the 
tip is thus inserted, apply current and cauterize 
the distal canal with a rotary motion. 

Finally, you are finished if there is no bleeding. 
A slight ooze is not alarming but anything more 
demands that you stop it by cauterizing the 
bleeding site. 

Step 6. Cleanse the vagina and cervix with 
aqueous benzalkonium chloride 1:1,000 and dry 
with a dry cotton ball or sponge. Dip the tip of a 
tampon (made from two to three rolled 4 x 4’s) 
into 1:1,000 benzalkonium chloride and insert 
into the vagina against the cone. Remove the 
speculum. Be sure to leave the tail of the 
tampon at the introitus so the patient may re- 
move it. 

Based on follow-up studies thus far completed 
on our cases, the described method of treatment 
appears to be pre-eminently successful. We have 
photographed the healed result, and critical 
study reveals that 95 per cent of the cases heal 
beautifully five weeks after the procedure. 

It is well to emphasize that the estrogen level 
of the patient isa factor involved in healing. Those Step 6. 


cases near or beyond menopausal age heal with — WEP ae 
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PATIENT INSTRUCTIONS 
FOLLOWING CERVIX CONIZATION 


THE PROCEDURE you have undergone is called biopsy and coni- 
zation of the cervix. The disorder which made it necessary for you 
to have this operation is usually called chronic cervicitis. There are 
certain aspects of the procedure which are frequently misunder- 
stood by the patient, thus you are given this brief sheet of instruc- 
tions. 

The biopsy means that several, usually six, small pieces of the cer- 
vix are removed and sent to a laboratory for study under the 
microscope. This is done in your interest. In this way an absolute 
diagnosis is established and potentially serious conditions, should 
they exist, are discovered early. 

The conization means that following the biopsy, the diseased 
area of the cervix is destroyed by a combination of cutting and 
electric cautery so that a cone of such diseased tissues is taken out. 
The following instructions are given you to aid in the healing of 
this coned out area. You now have a vaginal tampon inserted. This 
is similar to a Tampax®. You are to remove this before you retire 
tonight. After removing the tampon, you are to take a two-quart 
douche with two level tablespoons of the douche powder pre- 
scribed.* This douche is necessary because it cleanses your vagina 
and helps the coned area to heal. The douche is to be taken in the 
bathtub. The exact instructions are attached. 


Following the douche, you are to insert into your vagina one ap- 
plicator full of the yellow vaginal cream which is prescribed.** This 
cream comes in a large tube with an applicator. The applicator is 
screwed to the tube and filled, then inserted about 2 in. into your 
vagina. In this position, you press the plunger, thus filling your 
vagina with the cream. Following this, put on a pad (Kotex®) to 
protect your clothing and bed clothing. The cream is considered 
necessary to afford an optimal situation for healing. 

The douche followed by insertion of vaginal cream is to be done 
twice daily until your return to my office for an examination on 

Until this time you are to refrain from 
sexual intercourse because it may cause bleeding and injury to the 
coned area of your cervix. 

Ordinarily there are no complications following this procedure; 
however, the following things sometimes occur: 

1. You may have some low backache for a few days, and possibly 
some low discomfort on either side in your abdomen. This is not 
serious and will gradually disappear. If the discomfort is sufficient, 
two aspirin or Empirin® tablets will usually afford relief. 


2. You will probably continue to have some discharge, but you 
will find it will gradually disappear also. You may even have some 
bloody discharge, or bleeding. If you have any bleeding that is in ex- 
cess of what you would expect at a period, call me immediately. If you 
have only bloody discharge do not become alarmed. 

3. Your next period, and possibly your next two periods, may be 
different from those to which you are accustomed. It is not possible 
to predict just what the difference will be; however, do not become 
alarmed if the period is longer, shorter, earlier or later than usual. 


Your next appointment has been noted. Following that examina- 
tion, unless you are instructed otherwise, reduce your douches to 
once daily and discontinue the vaginal cream. You are to return 
for your second examination about three and one-half weeks after 
that examination. At that time healing of the cervix is usually com- 
plete. 


*Trichotine (Fesler Co.) 
** AVC Improved Vaginal Cream (The National Drug Co.) 


Eversive Cervicitis 


difficulty unless the operator realizes the impor- 
tance of estrogen. If healing has not been com- 
plete, we have used both oral and topical estrogen 
in such cases after the second postcone check. Of 
course, a negative biopsy must be present. 

Other causes of delayed healing are intercurrent 
infections and patients’ disregard for postopera- 
tive orders. Usually these are coexisting. 

We believe that our procedure when properly 
done precludes recurrence of eversive cervicitis. 
Our experience thus far bears this out since the 
only cases (less than 5 per cent) that have re- 
quired recauterization are those in which the 
original operation was inadequate. 


MALIGNANCY AND EVERSIVE CERVICITIS 


Originally we mentioned the concept that the 
dirty or inflamed cervix might have some pre- 
malignant status. Other clinical investigators 
have hinted at this same idea. Critical analysis of 
our data reveals that 24 cases of carcinoma were 
found in 1,012 total cases. This represents an in- 
cidence of 2.37 per cent as compared to the 
usually quoted national average incidence of 1 
per cent. This increased incidence appears to 
suggest at least two interesting ideas: 

1. Patients with cervicitis are more likely to 
develop carcinoma-cervicitis. Therefore, it can be 
considered a potentially premalignant disorder. 

2. The method of treatment previously out- 
lined is quite effective diagnostically as well as 
therapeutically. We believe that a multiple 
biopsy conization technique is second only to the 
cold-knife cone in diagnostic accuracy. When one 
considers the ease and facility with which mul- 
tiple biopsy conization can be performed in com- 
parison to the hospitalization and anesthesia 
necessary for the cold-knife cone, it appears that 
(for the time being at least) the multiple biopsy 
technique is the practical solution to cervical can- 
cer detection. 

We do not play down the importance of Papa- 
nicolaou smears. We have combined the smear 
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with the multiple biopsy in 53.6 per cent of our 
cases. Our opinion is that one may well supple- 
ment the other and that biopsy and conization 
are not contraindicated until the smear result is 
obtained. If the biopsy specimens are adequate 
in size, one is not likely to find the dilemma of a 
positive smear and negative biopsy—although 
this is possible. Many clinicians do not institute 
definitive treatment of eversive cervicitis until 
the Papanicolaou readings are back. There is 
definite value in this approach, but there is also 
danger as evidenced by two of our cases in 
which the smear was negative but the biopsy was 
positive. There are too many individuals who be- 
lieve that the Papanicolaou smear is a diagnostic 
test, but itis not. It isa test which, when positive, is 
an indication for a true diagnostic test. 


Summary 


A study of 1,012 cases of so-called chronic 
cervicitis is presented. The term eversive cervicitis 
is suggested as being more descriptive of the dis- 
ease. A plea for greater attention and regard to 
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this disorder is made since disregard is very likely 
to mask frank carcinoma and premalignant 
change. Maximum carcinoma detection is gained 
by cold-knife cervix conization, but such a pro- 
cedure is not practical on a widespread basis be- 
cause of the anesthetic and hospitalization pre- 
requisites. A multiple biopsy technique is de- 
scribed and offered as a practical solution to the 
dual problem of cancer detection and cervicitis 
treatment. The results obtainable by this treat- 
ment method appear gratifying. A symptom com- 
plex is presented as being associated with eversive 
cervicitis consisting of any combination of dis- 
charge, dyspareunia, low back pain and low pel- 
vic pain. The multiple biopsy conization tech- 
nique is 95 per cent effective in the eradication of 
such symptomatology. This technique is extreme- 
ly accurate in cancer detection, especially when 
combined with Papanicolaou smears. This is evi- 
denced by the 2.37 per cent carcinoma detection 
obtained in the series of 1,012 cases. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


HERE’S A HELPFUL HINT ABOUT... 


The Stethoscopic Diagnosis of Twin Pregnancy 


\ TWIN PREGNANCY may be simply diagnosed (provided both fetal heart tones can be 
heard) by a slight modification of the stethoscope, even in cases in which the rate is 
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practically the same. Each side of the earpiece is fitted with its own tubing and chest 
piece. The Bowles chest piece works best for this, but the Ford chest piece may be 
used if the second opening is stopped by the thumb, the web of the thumb or the 
thenar eminence. Each chest piece is applied to auscult one fetal heart. If twins are 
present, the sounds for a time are synchronous, and then become asynchronous, very 
similar to the sound of two alarm clocks ticking together. This is not difficult to hear 
and affords quick and positive proof of multiple pregnancy. 


WILLIAM §S. BUTTS M.D. 
Pullman, Wash. 
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The Anxiety State 


JUSTIN M. HOPE, M.D. 


New England Center Hospital 
Tufts University School of Medicine 
Boston, Massachusetts 


PSYCHOLOGISTS, psychiatrists, philosophers and 
social historians have been increasingly concerned 
with the subject of anxiety for the past century. 
As a clinical syndrome, the anxiety state outranks 
all other diagnostic problems in general medicine. 
Of 1,045 psychiatric consultations requested in a 
large general hospital, the anxiety state in pure 
form was found in 223 patients. This figure, al- 
though high, issomewhat misleading since anxiety 
was also a significant manifestation in a number 
of other conditions, for example, depression, hys- 
teria and schizophrenia. 


Definition 


The anxiety state is characterized by a subjec- 
tive feeling of apprehension, fear or panic associ- 
ated with the physiologic concomitants of fear, 
that is, restlessness, increased muscular tension, 
tightness of the chest, breathlessness, choking, 
palpitation, giddiness, trembling, sweating and 
flushing. This constellation of symptoms called 
“anxiety” usually occurs in discrete attacks called~ 
“anxiety attacks” or “‘panics.”’ The subjective 
feeling of fear may be diffuse and unrelated to a 
Girect object or it may have a topical content ; the 
patient identifies the fear as a fear of heart dis- 
ease, impending insanity or death. 

Acute anxiety attacks frequently last a few 
minutes but protracted states of anxiety may last 
for weeks, months or years. In chronic anxiety 
states (sometimes called chronic neurocirculatory 
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asthenia), “‘nervousness,’’ restlessness, irritability, 
excitability, headache, fatigue and insomnia are 
the major symptoms. Though often occurring 
separately, discrete anxiety attacks and pro- 
tracted states of anxiety are by no means mutually 
exclusive. 

Anxiety is not a disease sui generis or the mani- 
festation of a single psychiatric illness; rather it is 
asyndrome which may occur inrelatively pureand 
uncomplicated form as in anxiety neurosis or it 
may accompany and form a prominent part of the 
symptom complex of a number of psychiatric ill- 
nesses including hysteria, psychasthenia, depres- 
sion, schizophrenia and various organic brain 
diseases. 


Anxiety Neurosis 


Anxiety neurosis is a common illness frequently 
seen in general practice. In the literature it is 
identified by a variety of terms. Jacob Mendez 
DaCosta studied this illness during the Civil War 
and referred to it as “‘soldier’s heart.’’ Sir Thomas 
Lewis called it “effort syndrome.” B. S. Oppen- 
heimer and his colleagues studied it during World 
War I and called it “‘neurocirculatory asthenia.” 
Sigmund Freud used the term “‘anxiety neurosis” 
to designate the disorder ; psychiatrists usually use 
this term. Other terms such as pseudoangina, 
angina innocens and cardiac neurosis clearly indi- 
cate a characteristic of this disorder, that is, the 
patient’s preoccupation with fear and concern 
about cardiac function. The general practitioner 
should realize that the many terms used in the 
literature allude to the same illness. 

The anxiety attack usually begins with a dis- 
tressing fear or a sense of imminent dissolution. 
The patient feels as if he will die (angor animi) 
or lose his mind. Within a few seconds or minutes, 
the distressing physiologic concomitants of anx- 
iety embracing palpitation, difficulty in breath- 
ing, tightness in the throat, a feeling of smothering 
or suffocation, trembling, sweating and giddiness 
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The Anxiety State 


follow. Hyperventilation may be pronounced, 
consequently, paresthesias of the lips, fingers and 
hands and even carpopedal spasms may occur. 
The patient may betray his fear of death by such 
expressions as, ““This is the end,” “Oh, my God, 
Iam going,” “I am dying.” Such attacks occur in 
approximately 98 per cent of patients and tend to 
take place in crowds, subways, tunnels, churches 
and movies. Often the attack awakens the patient 
from a sound sleep. 

Except for minor details, all attacks are alike in 
any given individual. The attack lasts from a few 
minutes to an hour. Immediately after an attack, 
weakness (to the point of exhaustion) may become 
apparent and continue for several hours or days. 
Between attacks, the patient may feel reasonably 
well except that he is upset about this alarming 
experience and often complains that he is tired, 
nervous and preoccupied with a fear of future 
attacks. Some patients have more than one at- 
tack a day; others have attacks less frequent- 
ly—only several times a week. Many patients 
believe that they are having a heart attack and 
this accounts for the terms pseudoangina, angina 
innocens and cardiac neurosis used in the litera- 
ture to designate this condition. Such a patient in 
his state of alarm calls his physician at any hour. 
Some physicians report that anxiety attacks are 
the most frequent cause of emergency night calls. 


SYMPTOMS 


Acute Attacks. Attacks of the nature previously 
described occur in approximately 98 per cent of 
the patients. 

Headache. This symptom occurs almost as often 
as acute attacks. Anxiety-neurotic headaches are 
seldom sharply localized. They are diffuse and 
embrace the entire cranial vault. They may have 
a throbbing quality or be described asa “‘pressure”’ 
rather than a “sharp pain.” At times the pressure 
is described by the patient as encompassing the 
entire head as if a “tight band” were encircling the 
head; while at other times the pressure is de- 
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scribed as arising from within and pushing out- 
ward as if the head were “‘about to burst.” 

Nervousness. This is also a frequent symptom. 
Interrogation of the patient as to what is meant 
by this term may reveal only that it denotes a 
vague, ineffable, subjective experience or it may 
denote inner tremulousness, tenseness, apprehen- 
sion, a feeling of uneasy expectancy or of impend- 
ing doom (the patient is uncertain about the pre- 
cise nature of the impending doom). Occasionally, 
when the patient describes himself as “‘nervous,”’ 
he is referring to hypersensitivity or irritability. 

Palpitation. Attacks of palpitation are com- 
mon. They form a prominent part of the actual 
anxiety attack. At times the patient is aware of 
palpitation without an attack. Often the anxiety- 
neurotic patient says he cannot sleep because his 
heart “pounds” while he lies in bed, particularly 
if he lies on his left side. 

Irritability. Actual irritability is another promi- 
nent symptom. Patients are often easily “upset”’ 
over trivial occurrences which formerly were not 
disturbing. Casual comments by a relative or 
children playing about the house may be associ- 
ated with irritability and evoke some harsh com- 
ments by the patient. 

Fear with Attacks. The subjective experience of 
fear with an attack is common. At times the fear 
is diffuse and the patient does not know what he 
fears or he may relate the fear to a definite topical 
content. Under such circumstances, the fear of 
death or heart disease is a common topical con- 
tent. If a patient experiences attacks after he has 
visited several physicians and has inadvertently 
been informed that “‘nothing is wrong with you,” 
he frequently fears that he is “losing his mind.” 

Sexual Maladjustment. In eliciting the history 
of patients with anxiety neurosis, some form of 
sexual maladjustment is a common finding. 

Choking or Smothering. This frequent symptom 
occurs in approximately 75 per cent of patients 
and is described as a feeling of tightness in the 
throat or a lump in the throat. Patients with anx- 
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iety neurosis often have difficulty in breathing 
which may manifest itself merely by an urge to 
rush outside or to an open window to get more air. 
In more pronounced instances, the air hunger in- 
creases and the individual feels as if he is 
smothering. 

Trembling. This symptom may manifest itself 
merely by inner tremulousness or the patient may 
actually shake externally. The shaking may be 
confined to the hands or it may affect the whole 
body. In addition to trembling, he may feel 
cold and complain of chills. 

Precordial or Chest Oppression. Some patients 
describe this common symptom by saying it feels 
as if weight is resting upon the entire chest or a 
pressure is localized to the precordial area; other 
patients say it feels as if a rope were tied tightly 
about the chest. 

Dizziness. This too is a frequent symptom. Since 
it is seen in many conditions, the patient should 
be carefully questioned as to just what he means 
by dizziness. The dizziness noted in anxiety pa- 
tients is not true vertigo; rather it is a feeling of 
“lightheadedness” or a sensation of being on the 
verge of “‘passing out.”’ Patients may elaborate 
further by saying that they are unsteady. How- 
ever, careful scrutiny reveals that these patients 
are not ataxic. There is no evidence of objective 
unsteadiness; the unsteadiness is purely subjec- 
tive. 

Precordial or Chest Pain. This pain, usually con- 
fined to the precordium, is nonradiating and de- 
scribed as knifelike or pounding. If precordial pain 
is accompanied by hyperventilation, the patient ~ 
may also experience pain in the upper extremities. 
Both hands are usually affected and the precordial 
pain does not radiate to the extremities; rather 
the precordial and extremity pain coexist. 

‘Fainting.’ Patients with anxiety neurosis rarely 
lose consciousness. When this occurs, the patient 
experiences a syncopal attack which he describes 
as “‘fainting.”” Under such circumstances, the pa- 

tient becomes limp and slumps to the floor with- 
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out experiencing tonic or clonic motor manifesta- 
tions. 


PHYSICAL EXAMINATION 


The physical examination yields few positive 
findings. The chief positive findings are slight 
and inconstant tachycardia; occasionally there is 
aslight systolic murmur, slight tachypnea, sighing 
respirations, flushing of the face and neck, tremor 
of the outstretched fingers and brisk tendon re- 
flexes. The results of standard laboratory proce- 
dures, such as blood cell count, urinalysis, blood 
sugar, NPN values, BMR and EEG are within 
normal limits. Occasionally the ECG reveals flat- 
tened T waves in leads 1 and 2. 


HOSPITALIZATION 


It is common for patients who have had anx- 
iety attacks before hospitalization to be free of 
anxiety attacks during hospitalization. One of 
our patients had an anxiety attack duringa BMR. 
Figure 1 shows the increased respiratory rate dur- 
ing the attack. The oxygen consumption increased 
from 8 L. per minute during the resting state to 33 
L. per minute during the attack. Figure 2 graph- 
ically depicts the sighing respirations which often 
occur in anxiety-neurotic patients. 


Mechanism and Biologic Significance 


The cause of anxiety is unknown. The psy- 
chologic viewpoint considers it a state of uneasi- 
ness concerning something which the individual 
anticipates may happen in the future. Anxiety is 
believed to be an inherited emotional pattern 
(fear), and its occurrence without an obvious and 
natural provocation is an example of a condi- 
tioned response. 

Psychoanalysts offer the only well-systematized 
theory for the cause of anxiety. They regard anxi- 
ety as a response to a situation which somehow 
threatens the individual’s security. Thus, anxiety 
is considered a response to danger, either actual or 
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symbolic. The somatic symptoms of anxiety are 
similar to those of fear. The postulated danger is 
internal rather than external. Some instinctive 
drive has been aroused that is incapable of grat- 
ification either because it is not acceptable to the 
individual’s environment or because it is incom- 
patible with the individual’s personal code of 
ethics. Most psychiatrists accept this theory and 
believe that an anxiety-provoking stimulus (of 
which the patient may be unaware) can usually be 
found through psychotherapeutic interviews. As 
soon as the patient gains insight into the psycho- 
dynamic mechanism, his anxiety symptoms sub- 
side. 

To date, the search for physiologic or patho- 
logic changes in patients with anxiety has not 
been rewarding. The patient with neurocircula- 
tory asthenia does indeed have a limited capacity 
for physical work; effort uncovers a deficit in 
aerobic metabolism as shown by increased oxygen 
consumption and blood lactic acid concentration. 
He cannot tolerate the physiologic and biochemi- 
cal effects of work as well as the average individ- 
ual. Whether these differences are of primary sig- 
nificance or are caused by a lack of training or 
poor physical condition is not yet decided. 

Data from a number of endocrinologic studies 
are interesting. In the urinary excretion of some 
patients with neurocirculatory asthenia, epine- 
phrine was elevated; in another group, norepine- 
phrine was increased; in a third group, both 
epinephrine and norepinephrine were increased, 
and in a fourth group, both epinephrine and 
norepinephrine were normal. Recently, Elmad- 
jian and his associates found that the aldosterone 
excretion of anxiety-neurotic patients is two to 
three times that of normal control subjects. 
Venning demonstrated an increase in aldosterone 
excretion in medical students experiencing worry, 
concern and overt anxiety while preparing for 
examinations. The significance of these observa- 
tions is not immediately apparent. However, 
these data are extremely interesting since they 
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suggest a biochemical basis for anxiety and offer a 
valid rationale for using pharmacologic agents in 
the treatment of this condition. 

The condition itself is not serious, although at 
times patients are disabled because of the multi- 
plicity of symptoms and their intensity. The ill- 
ness is neither fatal nor, contrary to some lay 
opinion, does it develop into a more serious form 
of psychiatric disease. The most systematic fol- 
low-up study of this disorder was done by Cohen 
and his associates. Their 20-year follow-up study 
of 173 patients with neurocirculatory asthenia 
indicated that symptoms were still present in 85 
per cent of the patients, but only 15 per cent had 
had moderate to severe disability from the symp- 
toms. 


Differential Diagnosis 


Clinical diagnosis depends upon recognizing 
the implicit or subjective disturbance, that is, 
the uneasiness and apprehension, and the more 
objective autonomic manifestations. The pres- 
ence of diffuse or more or less circumscribed at- 
tacks of autonomic excitation without the psychic 
counterpart, that is, the feeling of nervousness 
and apprehension, does not establish the clinical 
diagnosis but only suggests that anxiety is a diag- 
nostic possibility. Similar autonomic disturb- 
ances in acute attacks may occur as a manifes- 
tation of diencephalic autonomic epilepsy in 
patients with pheochromocytoma, hypoglycemia 
and thyrotoxicosis. These disturbances can usu- 
ally be distinguished from anxiety attacks if the 
history and findings are carefully analyzed. A 
disturbance in the function of somatic struc- 
tures or viscera (not under the control of the 
autonomic nervous system) excludes an anxiety 
state as the full explanation of the clinical picture. 
Table 1 lists the common conditions which must 
be considered in the differential diagnosis of the 
anxiety state. 

Often anxiety states are not diagnosed. When 
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The Anzxiety State 


TABLE 1. 


Differential Diagnosis of Anxiety Neurosis 


Medical 
1. Thyroid Disease 
2. Heart Disease 
a. Coronary Disease 
b. Paroxysmal Auricular Tachycardia 
ce. Cardiac Asthma 
. Asthma 
. Anemia 
. Addison’s Disease 
. Hyperinsulinism 
Gynecologic and Obstetric 
1. Menopausal Syndrome 
2. “Pseudoparoxysmal nocturnal dyspnea”’ 


Neurologic 

1. Diencephalic Autonomic Epilepsy 

2. Epilepsy 

8. Dementing Brain Disease 
Psychiatric 

1. Early Schizophrenia 

2. Endogenous Depression 

3. Other Neuroses 


cardiac and pulmonary symptoms are prominent, 
coronary or chronic rheumatic heart disease is 
assumed; trembling and sweating suggest hypo- 
thyroidism; excessive fatigue raises the possibil- 
ity of anemia or Addison’s disease, and headache, 
blurred vision, dizziness and peculiar spells sug- 
gest a neurologic disease. 


CORONARY HEART DISEASE 


Anxiety neurosis differs from coronary heart 
disease. Anxiety neurosis begins before the age of 
35; coronary artery disease usually begins after 
40. Anxiety neurosis occurs more often in women; 
coronary artery disease occurs more often in men. 
The pain of coronary disease or angina pectoris is 
usually midline, substernal with radiation to the 
arms and of a constricting quality; the pain of 
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anxiety neurosis, usually on the left side, pre- 
cordial or epigastric, is aching or stabbing in type 
and rarely radiates to the arms. The ECG is es- 
sentially normal in anxiety neurosis; however, 
occasionally a patient may have minor S-T and T 
wave changes. Muscular exertion, especially in 
cold weather or after a heavy meal, is likely to 
precipitate anginal attacks; the attacks last a 
minute or two, causing the patient to cease all 
activity. Anxiety attacks occur in a warm, crowd- 
ed place or while the patient is at rest; they may 
even awaken him from a sound sleep. They last 
longer than anginal attacks and the patient may 
get up and walk about during the attack. How- 
ever, a patient who has had a coronary occlusion 
occasionally may also walk while in pain. The 
symptoms of cardiac asthma or attacks of par- 
oxysmal nocturnal dyspnea (left-sided heart fail- 
ure, cough, rales and squeaks in the chest) are not 
present in anxiety attacks. Fear and acute dysp- 
nea are common to both conditions. 

Congestive heart failure and anxiety neurosis 
sometimes coexist, but differentiation is possible 
if the physician remembers that cough, edema, 
exertional dyspnea, low vital capacity, cyanosis, 
rales in the chest, enlarged liver and evident 
heart disease are characteristic of congestive 
heart failure; sighing respirations and dyspnea at 
rest, palpitation, fear and apprehension and gid- 
diness are typical of anxiety neurosis. Paroxysmal 
auricular tachycardia differs from an anxiety at- 
tack; for example, the beginning and the end of 
the attack are abrupt. The pulse is 160 beats per 
minute or higher and the rhythm is regular. 


THYROTOXICOSIS 


Thyrotoxicosis can usually be distinguished 
from anxiety neurosis by its onset (usually during 
middle or late life) and the presence of eye signs, 
noticeable weight loss, I" uptake over 50, PBI 
values greater than 8 mg. per cent and an in- 
creased basal metabolic rate; none of which 
are present in anxiety neurosis. Cold, clammy 
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hands and sighing respirations, common symp- 
‘oms of anxiety neurosis, are not seen in thyro- 
‘oxicosis. The BMR is not always reliable in dis- 
inguishing these two conditions. Patients with 
anxiety neurosis are seldom at basal conditions 
and some have an elevated metabolic rate, es- 
pecially if sighing respirations are frequent. Thus, 
a normal value is more meaningful than an ele- 
vated one. The “‘nervousness” of thyrotoxicosis 
is in the nature of restlessness, trembling and 
easy excitability; that of anxiety neurosis is fear 
and apprehension. Probably thyrotoxicosis is 
more frequently confused with anxiety neurosis 
than any other illness. 


BRONCHIAL ASTHMA 


Bronchial asthma is readily identified by audi- 
ble wheezing respirations, chronic cough and 
squeaks and wheezes in the chest. Dyspnea and 
tightness in the chest are common in both condi- 
tions. 


MENOPAUSAL SYNDROME 


It may be difficult to distinguish anxiety neuro- 
sis from the menopausal syndrome because typi- 
cal anxiety attacks are not too infrequent during 
menopause. ‘‘Hot flashes,” labile emotionality, ir- 
ritability and change in the menstrual cycle in a 
middle-aged woman are characteristic of meno- 
pause. When typical anxiety symptoms are add- 
ed, the patient usually has involutional melan- 
cholia. Only the vasomotor symptoms of meno- 
pause respond to estrogens. 


DIAGNOSTIC SIGNIFICANCE 


When the anxiety state has been diagnosed 
with reasonable certainty, the next problem is 
determining its significance. It may indicate 
schizophrenia or a depressive psychosis. On the 
other hand, anxiety attacks may be combined 
with other neurotic symptoms which dominate 
the clinical picture such as phobic, obsessive- 
compulsive or hysterical symptoms. Finally, in- 


GP September 1961 


tense anxiety may represent a reaction to organic 
brain disease. To clarify these points, the physi- 
cian must determine whether the patient has dis- 
tortion of logical thinking and inappropriateness 
of affect, mood depression, phobias, obsessions, 
compulsions, hysterical symptoms or dementia. 
Any anxiety state that develops for the first time 
after the 35th year of life almost invariably 
proves to be an agitated depression or organic 
brain disease. 

Most experienced physicians can recognize the 
anxiety state and distinguish it from previously 
described syndromes. However, anxiety is often 
combined with another disease such as bronchial 
asthma or cardiac decompensation. One of the 
most delicate problems in clinical medicine is to 
separate the effects of the two diseases and label 
them properly. Often, the physician erroneously 
expects the patient with anxiety symptoms to 
respond to the treatment for the associated 
disease. 


Management and Treatment 


Information concerning the effectiveness of 
various therapeutic methods is scarce. The few 
published reports suggest that supportive medi- 
cal care, simple psychotherapy, psychoanalysis 
and institutional psychiatric therapy give com- 
parable results, that is, improvement in approxi- 
mately 50 to 70 per cent of patients. Many psy- 
chiatrists believe that deep psychotherapy given 
in frequent psychotherapeutic interviews has 
produced the highest percentage of cures. How- 
ever, this conclusion cannot be validated from 
the published data. 


THE GENERAL PRACTITIONER’S ROLE 


The average anxiety neurosis can be success- 
fully managed by the competent general practi- 
tioner without recourse to psychiatric referral. 
Adequate examination and detailed case study (as 
performed in the hospital) are important parts of 
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The Anxiety State 


the therapy. After all the indicated diagnostic 
procedures are performed, the patient should be 
reassured that there is no serious medical disease. 
His illness should not be dismissed as imaginary 
and he should not be told that “there is nothing 
wrong with you.” Rather, he should be told firmly 
and convincingly that he will recover. 


DRUGS 


Phenobarbital, 0.032 Gm., three times daily, 
given at two- to three-week intervals, still retains 
its usefulness in treating the extremely irritable, 
obviously apprehensive anxiety-neurotic patient. 
During the past several years, some of the newer 
drugs have alleviated anxiety. Meprobamate, 200 
to 400 mg., four times daily and methaminodi- 
azepoxide, 5 to 10 mg., four times daily, have 
proved beneficial. Even though medications play 
an important role in treating anxiety neurosis, 
they should not be given for prolonged periods of 
time and the patient should be urged to resume 
his activities. If anxiety symptoms recur, the pa- 
tient should be as tolerant of them as possible and 
obvious sources of anxiety should be avoided. To 
some degree, the hyperventilation symptoms that 


occur as part of the anxiety attack can be volun- 
tarily controlled and this is often reassuring to 
the patient because he then knows that he is the 
master of at least part of his attacks. If the physi- 
cian receives an emergency call and finds that the 
patient is in the midst of an anxiety attack, there 
is no contraindication to the administration of 
amobarbital sodium, 250 to 500 mg., intramuscu- 
larly or phenobarbital sodium, 125 to 250 mg., 
intramuscularly. Often such measures will quick- 
ly stop the attack. 

These few simple measures will relieve symp- 
toms in about one-half or more of patients, par- 
ticularly in the more acute anxiety patients whose 
fear of disease is paramount. Patients with 
chronic and severe anxiety should be referred to a 
psychiatrist, if one is available. Probably, psy- 
chotherapy should not be prolonged. Some of the 
experienced psychoanalysts, including Freud, 
have stated that psychoanalysis is not indicated 
in this condition. 

Chronic anxiety is best managed as any other 
chronic, incurable, medical ailment. The patient 
should be assisted in every way in adjusting to 
his disability. 


HERE’S A HELPFUL HINT... 


About Opening a Paronychia 


THE BEST INSTRUMENT for opening a paronychia is an ordinary wooden applicator 
stick, cut on an angle and dipped in tincture of iodine. It is sharp enough for blunt 
dissection between skin and nail, yet not sharp enough to cut either skin or nail. 
The applicator can be discarded after use. 
J. HERBERT NAGLER, M.D. 
Philadelphia, Pa. 
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Trisomy Syndromes 


‘HE NORMAL HUMAN COMPLEMENT of chromo- 
comes consists of 22 pairs of autosomes and two 
sex chromosomes. The members of the 23 pairs 
wre segregated during miosis when the number 
of somatic chromosomes is reduced from 46 to 23, 
the number found in gametes. An accidental 
‘ailure of this disjunction of pairs of chromosomes 
occasionally occurs in many organisms and also 
can happen in man. Nondisjunction of one pair 
will result in a gametic chromosome number of 22 
or 24. 

The combination of a gamete with 24 chromo- 
somes with a normal one produces a “trisomic”’ 
zygote in which one chromosome exists in tripli- 
cate rather than as a normal pair. Then, the total 
number of chromosomes is 47. The presence of an 
extra chromosome is bound to interfere with de- 
velopment in a variety of ways and might result 
in death of the fetus or at least a complex of con- 
genital abnormalities. 

Until recently, it was unknown whether any 
human trisomics would be viable. If so, it was 
expected that individuals having the same extra 
chromosome would show sufficient similarity in 
their congenital defects to be recognized as a 
specific syndrome. At present, three such “‘tri- 
somy syndromes” have been recognized. One of 
these is reported by Smith, Patau and their col- 
leagues. 

They described two patients who died in early 
infancy. Each displayed similar complexes of 
congenital anomalies. The following similarities 
were found in both: low-set and malformed ears, 
small mandible, flexion deformities of the fingers, 
anomalous feet, interventricular septal defect, 
spasticity with probable mental defect and di- 
verticulum of the intestine. The chromosome 
number counted in bone marrow culture cells was 
47, 

The extra chromosome appeared to be the 
same one in each instance. The mothers of both 
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patients were of advanced age at the time of 
conception. 

Smith, Patau and associates have ribed a 
complex of congenital anomalies in an infant who 
was found to be trisomic for another chromosome. 
In addition, other authors have shown that the 
syndrome of mongolism is due to an extra chro- 
mosome. The authors of this report emphasize 
that the severe nature of the anomalies displayed 
by the two patients suggests that fetal death, 
stillbirth or death in early infancy may lower the 
observed frequency of any trisomy syndrome. 
(Journal of Pediatrics, September, 1960, p. 338.) 


Infectious Hepatitis 


DURING A MINOR EPIDEMIC of viral hepatitis 
among the personnel and patients of a university 
hospital, Manning and his associates evaluated 
transaminase determinations as a detection pro- 
cedure for subclinical cases. Serum glutamic oxa- 
lo-acetic acid and glutamic pyruvic transaminase 
assays were done on all persons in contact with 
the infected patients. One preclinical case was 
discovered and one was missed by this technique. 
Two possible subclinical cases and a nurse recov- 
ering from infectious mononucleosis were also 
detected. 

The use of gamma globulin as a prophylactic 
measure was also supported by this study. No 
further clinical cases of hepatitis occurred after 
gamma globulin was given to all personnel. The 
only isolation precautions which the authors used 
for hepatitis patients were to handle them sep- 
arately, dispose of their excreta, discard all 
needles used on the patients and require all per- 
sonnel to wash their hands thoroughly after com- 
pleting the examination. After using these simple 
precautions, there were no recognized episodes 
of hepatitis virus transmission from patients to 
personnel or to other patients in the same room. 
(American Journal of Medical Sciences, April, 
1961, p. 454.) 
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Complications of Corticosteroid Therapy 


RANKIN AND MARKHAM discuss the incidence of 
peptic ulcer and osteoporosis in the presence of 
low-dosage corticosteroid maintenance therapy 
for rheumatoid arthritis. In their study, 59 pa- 
tients with rheumatoid arthritis were given main- 
tenance therapy of 10 mg. (or less) of prednisone 
daily. The period of study was from 1955-1957. 
The incidence of peptic ulcer was 11 per cent in 
the 88 patients available for follow-up. Two pa- 
tients required emergency subtotal gastric resec- 
tion. This incidence of ulcer is a manifold increase 
over the expected incidence based on large popu- 
lation group studies. The authors emphasize that 
gastric ulceration plays an important role in this 
type of complication and its abrupt onset may 
pose a major clinical problem. 

Of the patients available for study, 16 per cent 
showed radiographic evidence of osteoporosis al- 
though the relationship between the steroid ad- 
ministration and the bony abnormalities was 
doubtful. In fact, the authors believe that from 
their experience and reports in the literature, it 
would be difficult to prove a causal relationship 
between corticosteroid medication and osteo- 
porosis; yet, they think a relationship is likely. 

This report emphasizes that a “‘safe dosage”’ 
of corticosteroid is a highly relative term. Pro- 
longed corticosteroid medication, even in small 
doses, is definitely hazardous in terms of signifi- 
cant side effects. (American Practitioner Digest of 
Treatment, April, 1961, p. 255.) 


Hearing Rehabilitation Centers 


DOWNS HAS PUBLISHED a comprehensive list of 
the audiology and hearing rehabilitation centers 
in the United States. By using this list, the physi- 
cian can refer his patients to a center for compe- 
tent hearing testing and educational rehabilita- 
tion. A board-certified otolaryngologist is avail- 
able in most centers, but an otologic examination 
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is not performed unless requested. At present 
there are 166 centers in 35 states and the District 
of Columbia. Of these 166 centers, 46 are spon- 
sored by universities, 48 by medical schools or 
hospitals, 35 by hearing societies, 17 by federal 
agencies and the remainder by state, public and 
private agencies. (Archives of Otolaryngology, 
April, 1961, p. 419.) 


Prednisolone Prediabetes 


PREDIABETIC or latent impairment of carbohy- 
drate metabolism may be made manifest by ad- 
ministering such diabetogenic substances as 
cortisone or prednisolone. Goto and coworkers 
present their studies of glucose tolerance tests in 
73 patients with varieties of carbohydrate im- 
pairment. Standard glucose tolerance tests were 
compared with glucose tolerance tests performed 
two hours after 10 mg. of prednisolone. The re- 
sults in the relatives of diabetic patients (see the 
chart below) indicate the value of the “pred- 
nisolone-sensitized”’ test in the detection of the 
prediabetic state. (Lancet, August 27, 1960, pp. 
461-65.) 


} 


Blood Sugar (mg. per 100 mi.) 
8 


87 


Minutes 0 30 60 90 1 


Comparison of mean glucose tolerance curves of normal group 
and of relatives-of-diabetics group. Vertical bars represent 
standard errors. 
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Effects of Bishydroxycoumarin on Platelets 


PLATELETS ARE USED in forming intravascular 
‘hrombi. Acceleration of clotting produces a 
precipitous fall in the circulating platelet count. 
3ishydroxycoumarin (Dicumarol®) therapy in 
man effectively interferes with clotting and de- 
lays the onset of platelet clumping as measured 
by in vitro tests. These phenomena suggested to 
Murphy and Mustard that platelet function is 
important in elucidating the criteria for effec- 
tively controlling bishydroxycoumarin therapy. 
Therefore it was important to determine if in 
vitro observations of platelet activity reflect 
phenomena in vivo. The authors measured plate- 
let survival and platelet turnover by an in vivo 
tagging technique. They studied platelet survival 
in two groups of atherosclerotic male subjects. 
One group was untreated and the other received 
bishydroxycoumarin in amounts sufficient enough 
to delay platelet clumping and diminish platelet 
adhesiveness. 

Platelet survival was prolonged and platelet 
turnover was decreased by bishydroxycoumarin 
therapy. Of all the coagulation tests, the platelet 
adhesive index correlated best with platelet turn- 
over. 

These findings indicate that platelet function 
in vitro and in vivo is diminished by adequate 
bishydroxycoumarin therapy. Subjects receiving 
bishydroxycoumarin produced and used fewer 
platelets than the untreated group. The studies 
indicate that the survival of platelets (at least 
in the atherosclerotic patients) is largely deter- 
mined by factors external to the platelet. The 
activity of the coagulation mechanism is one of 
these important factors. (Circulation Research, 
March, 1961, p. 402.) 


Tubercle Bacillus and Sarcoidosis 


THE RIDDLE of sarcoidosis persists. Although 
definition of this disease rests upon a histologic 
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diagnosis, a sequence of clinical and radiologic 
features may suggest the diagnosis. These in- 
clude: (1) bilateral hilar lymph node enlarge- 
ment followed by widespread mottled shadows in 
the lungs and then spontaneous resolution and 
(2) erythema nodosum with bilateral hilar lymph 
node enlargement and low (or absent) tuberculin 
sensitivity. 

Scadding observed 230 patients with sarcoi- 
dosis; tubercle bacilli were isolated at some stage 
in 29 of these patients (13 per cent). In six pa- 
tients, sarcoidosis followed overt tuberculosis 
and in five, the transition from sarcoidosis to 
caseating tuberculosis was noted. Perhaps sar- 
coidosis is an unusual reaction to a tuberculous 
infection. Skin sensitivity to tuberculin and other 
substances producing similar delayed reactions 
is usually depressed in sarcoidosis. Another hy- 
pothesis for the relationship between sarcoidosis 
and the tubercle bacilli is that there is another 
unidentified agent causing sarcoidosis which is 
antagonistic to the tubercle bacillus and depresses 
not only tuberculin sensitivity but also the ac- 
tivity of the tuberculous infection. 

While maintaining that some cases of sarcoi- 
dosis are a manifestation of a tuberculous infec- 
tion, the author does not deny the possibility of 
other known (that is, beryllium, Histoplasma 
capsulatum and pine pollens) or as yet unknown 
agents being capable of causing sarcoidosis. In 
fact, these other agents may have as important 
an “etiologic” role for sarcoidosis in the United 
States as the tubercle bacillus seems to have in 
England. Sarcoidosis may be a syndrome having 
many causes which vary in different parts of the 
world. (British Medical Journal, December 3, 
1960, p. 1617.) 
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In and out of elevators... up ramps and 
down corridors ... from one room to another 
... the Sanborn “100M Viso-Cardietté 
wherever you need it. Its mobility is matched 
by its versatility in providing two speeds (25 
or 50 mm/sec.), three recording sensitivities, 
and provision for recording and monitoring 
other phenomena. Cabinet is handsome ma- 
hogany or durable plastic laminate. 


For office or laboratory use, the ‘100M Viso’’ 
provides the same instrument in a desk-top 


mahogany case. And for house calls, the San- 
born ‘300 Visette’” weighs only 18 pounds 
complete and can be easily carried by anyone. 
No-obligation 15-day trial plan and conven- 
ient time payment may be arranged. Contact 
your nearest Sanborn Branch Office or Service 
Agency, or write Manager, Clinical Instru- 
ment Sales, at the main office. 

Sanborn service lasts long after the sale... from 
people who know your ECG and value your satis- 
faction. 
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The Stiff-Man Syndrome 


SIEGLER HAS DESCRIBED a rare variant of a rare 
cisease. The disease is a generalized change in 
-<eletal muscle fibers to produce fibrosis and the 
-ariant is accentuation of this process in the 
esophagus. The patient was a 59-year-old. man 
«with a one-year history of dysphasia and a gen- 
«valized weakness and stiffness. The appearance 
of his esophagus on barium swallow simulated 
that of carcinoma. This strange syndrome which 
primarily involves striated muscle occasionally 
may affect the gastrointestinal tract. Siegler says 
this syndrome may be related to otherwise un- 
explained instances of periodic myoglobinuria. 
(Archives of Pathology, October, 1960, p. 520.) 


Arterial Auscultation 


PEART AND ROB comment on the value of arterial 
auscultation for the diagnosis of thrombosis be- 
fore, during and after surgery for arterial recon- 
struction. Systolic murmurs (which can be differ- 
entiated from venous hums) may be heard during 
physical examination by careful auscultation 
over the vertebral, carotid and renal arteries. 
Auscultation with a sterile stethoscope during 
operation may help locate an arteriovenous 
fistula or define more exactly the point of arterial 
stenosis. After an arterial reconstruction, the 
artery should be silent. A murmur is a postop- 
erative warning sign of impending or eventual 
thrombosis. (Lancet, July 30, 1960, pp. 219-20.) 


Emotional Salt Excretion 


BARNES AND SCHOTTSTAEDT measured electrolyte 
excretion in eight men with compensated con- 
gestive heart failure. They also correlated 
changes in sodium, potassium and water excre- 
tion with the activity and attitude of the patient. 
As seen in the chart at right, walking decreased 
both urinary volume and sodium excretion com- 
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pared to the output of these substances with the 
patient sitting or lying calm. Situations which 
evoked feelings of discouragement or tension 
decreased renal excretion of water and sodium. 
Potassium excretion was not correlated signifi- 
cantly with any specific emotional state. The 
findings suggest that prolonged tension or de- 
pression may precipitate cardiac decompensa- 
tion in patients with limited cardiac reserve. A 
reassuring attitude on the part of the physician 
may be of substantial importance in the therapy 
of congestive heart failure. (American Journal of 
Medicine, August, 1960, pp. 217-27.) 
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Mood, position and renal excretion in four subjects for one- 
hour periods. 
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With Somacort to relax muscles and relieve pain, 
tender joints need less steroid to reduce inflammation 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 
more than salicylates to keep comfortable and 
active. 

Soma, by itself, benefits many arthritics by 
relieving the muscle spasm and pain which arise 
from joint inflammation’. Thus with Somacort, 
which combines Soma with prednisolone, the 


Recommended dosage: 1 or 
2 tablets q.i.d. (Each tablet 
contains 350 mg. cariso- 
prodol, 2mg. prednisolone) 


amount of steroid needed to control .infle 

tion can be kept within more conservative limit 
Somacort is well tolerated even when used fi 

long-term therapy in more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (Soma) in Orthopedic Surg? 
and Rehabilitation, Miller, James G., ed., Wayne State Univer 
Press. Detroit, Michigan, 1959. 
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Aseptic Meningitis versus Nonparalytic 

Poliomyelitis 
SASLAW AND ANDERSON present data about iso- 
‘ating the spinal fluid of ECHO virus and 
Coxsackie viruses in 14 patients with aseptic 
meningitis syndrome. During their study, only 
one nonparalytic patient without spinal fluid 
isolates of poliomyelitis virus had poliomyelitis 
virus on stool culture. The clinical manifesta- 
tions and spinal fluid findings are similar in asep- 
tie meningitis and nonparalytic poliomyelitis and 
in the past, many patients who were reported as 
having nonparalytic poliomyelitis actually had 
other enterovirus infections. During the past 
several years, the authors reported paralytic pa- 
tients but they did not report nonparalytic polio- 
myelitis unless it was confirmed by laboratory 
tests. 

By using the term “aseptic meningitis,” the 
concern of the community is lessened somewhat 
and if the definitive diagnosis is poliomyelitis, 
the delayed report following laboratory confirma- 
tion is usually made after the patient has already 
gone home. The authors’ indicated results and 
their previous experience showed that nonpara- 
lytic poliomyelitis has been a relatively infrequent 
diagnosis in their aseptic meningitic patients. 

These studies also support the importance of 
assessing the over-all incidence of poliomyelitis 
to paralytic poliomyelitis rather than to the total 
of reported paralytic and nonparalytic disease. 
(Archives of Internal Medicine, April, 1961, p. 
568.) 


Littie’s Disease 
IN 1862, Little described the group of conditions 
now known as cerebral palsy. These conditions 
occur in babies born after abnormal parturition, 
difficult labor, premature birth and asphyxia 
neonatorum. Cohen has reviewed a statewide 
cerebral palsy program and noted that therapy 
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for even the mildly handicapped and mentally 
superior child may be blocked by an overprotec- 
tive parent or a traumatic family situation. A 
good cerebral palsy program should include fam- 
ily counseling to prevent such adverse emotional 
reactions in the affected child as may develop 
from a guilt-ridden and overprotective parent. 
(Journal of Chronic Diseases, August, 1960, pp. 
265-72.) 


Human Adrenal Vein Catheterization 


IN A PRELIMINARY REPORT, Levy and Miller de- 
scribe a technique for sampling human adrenal 
vein blood that avoids major surgery. Cadaver 
studies showed that the human left adrenal vein 
has a relatively constant junction with the renal 
vein and can accommodate a cardiac catheter. 

A clinical study was begun under image inten- 
sification guidance; catheters were introduced in- 
to the left renal vein via the right saphenous vein 
and inferior vena cava. With appropriate manipu- 
lation, the catheters entered the central adrenal 
vein. Contrast media injections outlined the 
adrenal venous network and the extent of non- 
adrenal channels. Nineteen patients developed 
no serious effects after the catheterization. Blood 
samples revealed levels of free cortisol ranging 
from 41 to 313 meg. per 100 ml. of blood. This 
technique will make it possible to study rapid 
metabolic changes in the adrenal cortical steroids. 
(Clinical Research, April, 1961, p. 183.) 
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... there are ways you can make life easier for the newborn infant . . . and for those 
who will care for him during his first few days of life. Hollister's disposable 
Umbilical Cord-Clamp, for instance, is swiftly ap- > 

plied with only one hand. And it firmly... safely 

. . . Seals off the cord, maintains constant pressure 

as the cord shrivels, will not come open acciden- en ee 

tally, needs no belly bands, may be autoclaved. PAs conv-cLamp 


PLASTIBELL ” df For the male infant, the disposable Plastibell al- 
lows safe delivery room circumcision in only 2 to 
3 minutes . . . immediately after birth. The job is 
done quickly, cleanly, easily, and is usually all 
healed by the time the infant goes home. This re- 
lieves the parents of anxiety, saves time for the doctor and the hospital. 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
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r (1 PPM) of fluoride. Its effectiveness is shown in 

Occam's “Raner’ many studies including those of Russell and Elove 
WILLIAM OF OCCAM was a 14th century Fran- in Boulder and Colorado Springs (see the two 
-isean who revived nominalism. Nominalism is charts below.) The expense of the application to 


.. system of thought which insists on the principle drinking water compared to other methods of the 
‘hat nature makes nothing in vain. This coin- application of fluorides favors public water 
cides with the Law of Logical Frugality which fluoridation. It is the simplest and most effective 
dates back at least to Aristotle and is also con- method of applying sound preventive measures 


sistent with the Law of Parsimony derived by Sir to the overwhelming public health problem of 
William Hamilton in 1852. Occam’s statement, tooth decay. (U. S. Armed Forces Medical Jour- 
“pluralitas non est ponenda sine necessitate,” nal, Volume 11, 1960, pp. 1085-97.) 

means essentially that we must not suppose that 

more things exist than we have evidence for. e 


Therefore, Occam’s “razor” is for shaving off $ | 

superfluous explanations. This is a scholarly dis- ai Bouldey (No Fluoride PER watesatart | 

putation supporting the reliable clinical maxim = ee ons | 

of “don’t make two diagnoses when one will do.” Yee P | 

(Lancet, August 6, 1960, p. 302.) . | 
Bronchogenic Carcinoma Metastatic i | 
to Hand Coloraflo Springs (Flporide) 

MErastTasIs to the bones of the hand is an un- 

common occurrence, according to Trachtenberg Groups 

and Roswit. Only 29 cases have been reported Incidence of decayed, missing and filled teeth per adult in 

previously and 14 of these have been ascribed to communities with and without fluoridation. 


primary bronchogenic carcinoma. The authors 
report two additional cases of bronchogenic carci- 
noma with a monostotic phalangeal metastasis. 

It is clinically significant that monostotic me- 
tastasis occurred most commonly in broncho- 
genic carcinoma (with two exceptions). However, 
no consistent relationship was found when other 
primary neoplasms were considered. (American ~ 
Journal of Roentgenology and Radium Therapy, 
May, 1961, p. 886.) 


Fluoridation Public Water Supply — $0.09 


pared Fluoride Solutions — $3.25 


Fluorides 


Fluoridation is the controlled adjustment of the 
amount of fluorides in public drinking water to Comparative per capita annual costs of alternative methods of 
provide approximately one part per million using fluorides to reduce tooth decay. 
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Tips from 
Other Journals ; 
le Applications — $4.50 


T.E.D. anti-embolism stockings 
speed blood flow, help reduce 
fatalities due pulmonary embolism! 


Accelerated blood velocity minimizes 
formation and incidence of clots 


T.E.D. Anti-Embolism Stockings insure 
steady, uniform pressure of the lower leg, 
helping to speed the flow of blood. 


It is reported that the majority of fatal 
pulmonary emboli cases originate with clots 
from the deep veins of the calf. T.E.D. Anti- 
Embolism Stockings counteract this by re- 
ducing the caliber of the veins enough to 
accelerate blood velocity and thus discourage 
thrombus formation. 

T.E.D. Anti-Embolism Stockings maintain 
an over-all compression between 10 and 15 
mm. of mercury—as you know, the ideal 
range in prophylaxis for thrombo-embolic dis- 
ease. Application is so simple it can be han- 
dled even by a nurse’s aid. 


T.E.D. 


ANTI-EMBOLISM 
STOCKINGS 


THE KEN DALLA comeany 
BAUER & BLACK DIVISION 


(Bernoult Principle) (SC 


The same fluid volume passing through a smaller 
diameter means a greater speed of flow. 


seeeeeees FOR COMPLETE LITERATURE 


A constriction in a pipe increases the velocity of flow. The T.E.D. Anti- 
Embolism Stocking applies this principle, speeding the flow of blood in 


on Thrombo-Embolic prophylaxis using T.E.D. Anti- 
the lower leg where emboli most often get their start. 


Embolism Stockings, fill in and mail this coupon 
to: 
Recent Literature on Thrombosis and Pulmonary Embolism 


1. Marino, D. J., and Fuchs, M.: 
Pathogenesis, Diagnosis, and Man- 
agement of Thrombophlebitis, Geriat. 
13:307 (May) 1958. 
2. A. N., Roy, 
Faust, R. A Thies 
Su cial Abdominal Veins, J. A.M.A. 
166:2158 (April 26) 1958. 
3. Wilkins, R. W., Mixter, G., Jr.; 
Stanton, J. R., and. Litter, J.: Sindh: 
Stockings in the Prevention of Pul- 
monary Embolism, New England 
J. M. 246:360 (Mar. 6) 1952. 
4. Judson, W.E.: Present Day Treat- 
ment of Congestive Heart Failure, 
The M. Clinics of N. America 
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35: 1333-1350 (Sept.) 1950. 

5. Tidler, J.: Thrombo-Embolic Dis- 
= N. Carolina M. J. 18:65 (Feb.) 
6. Allen, A. W.: Management of 
Thrombo-Embolic Disease in Surgi- 
cal Patients, ef Gynec. and Obst. 
96:107 (Jan.) 195 

Medica’ Management of Thrombo- 
phlebitis, Bulletin 7:5 
(Jan.-Feb.) 1 

8. G. D., dr., 
ism, Pulmonary, in Conn., H 

Current Therapy, ~ W.E. 
Saunders Co., 1958, P. 83. 


The Kendall Company 
Bauer & Black Division, Dept. GP-9, 
309 W. Jackson Bivd., Chicago 6, Ill. 


Address. 


City. Zone. State 
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Shifting Rales of Heart Failure 


|.AWSON DESCRIBES a phenomenon of shifting 
ales as a diagnostic sign in the presence of left 
.entricular failure. The sign has also proved valu- 
.ble in the differential diagnosis of other condi- 
‘ions sometimes associated with basilar pulmo- 
nary rales, such as pulmonary embolization and 
»asilar pneumonitis. In the latter two conditions, 
the basilar rales do not shift with changes in 
posture. Sometimes when both the rales of con- 
gestive failure and pulmonary emboli are co- 
existent in the same areas, changes in posture 
have unmasked the subcrepitant rales of embo- 
lization and the crepitant rales associated with 
congestive failure have shifted out of the area 
under examination. 

The technique of eliciting shifting rales is 
simple. First, the patient sits up on the edge of 
the bed and the lung bases are examined for 
crepitant rales. After the rales are located in the 
pulmonary bases, he is instructed to lie on his 
right side with the legs dependent. After two 
minutes in this position, both lung bases are 
carefully auscultated and a positive sign thus 
far would be the complete disappearance of the 
rales from the higher side and persistence of the 
rales on the recumbent side. The patient is then 
requested to lie on the opposite side for two 
minutes and the rales should change sides again. 
To complete the maneuver, the patient is allowed 
to sit up and the rales will again be bilateral. 
(American Journal of Medical Sciences, April, 
1961, p. 459.) 


Hypertensive Personality 


AFTER REVIEWING literature, Shapiro concluded 
that there is no specific personality type for hy- 
pertension but that hypertensive individuals 
probably possess some common behavioral pat- 
terns. Fear and suppressed hostility are the prom- 
inent characteristics noted by the physician. Often, 
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the patient appearssullen, suspicious, haughty and 
“smoldering,” but, on the other hand, he may be 
agreeable to the point of obsequiousness, seem- 
ingly to avoid offense. 

To the physician who treats such hypertensive 
individuals, a meaningful therapeutic relation- 
ship forms slowly with considerable resistance, 
regardless of whether the patient’s attitude is 
initially ingratiating. This contrasts with the 
peptic ulcer patient, who similarly may resist a 
dependent relationship initially. He resists for 
fear of being overwhelmed by his dependent 
needs, rather than the fear of rejection which 
seems to concern some hypertensive patients. 
(Annals of Internal Medicine, July, 1960, pp. 64— 
83.) 


Atypical Pancreatitis 


GAMBILL AND GROSS call attention to some un- 
usual ways in which pancreatitis may present 
itself. Six patients are used as examples of the 
following atypical syndromes: (1) pancreatitis 
presenting as perinephric inflammation and sub- 
diaphragmatic abscess, (2) extensive left ab- 
dominal abscess, (3) steatorrhea, diabetes melli- 
tus and pancreatic calcification, (4) pancreatic 
calcification and anemia as the result of hemor- 
rhage due to gastroesophageal varices, secondary 
to thrombosis of the splenic vein, (5) gastroin- 
testinal complaints resembling peptic ulcer and 
(6) features of adrenal cortical insufficiency, 
thrombosis of the portal vein, hydrothorax and 
chylous ascites. 

Valuable information about the work-up and 
diagnosis of patients with these syndromes is 
presented. (Gastroenterology, May, 1961, p. 627.) 
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STOPS THE ASTHMA ATTACK 
IN MINUTES...FOR HOURS... 
ORALLY 


ELIXOPHYLLIN 


RAPID RELIEF IN MINUTES in 15 min- 
utes'** mean theophylline blood levels are comparable to I. V. 
aminophylline—so that severe attacks have been terminated 
in 10 to 30 minutes.’*** Note: With Elixophyllin the patient 
can learn to abort an attack in its incipient stage. 


INHERENT SUSTAINED ACTION—After 
absorption theophylline is slowly eliminated during a 9-hour 
period.’ Clinically proved relief and protection day and night 
with t.i.d. dosage.’***? 


NO UNNEEDED SIDE EFFECTS —Since 
Elixophyllin does not need “auxiliaries,” it contains no ephed- 
rine — no barbiturate— no iodide—no steroid. Gastric distress 
is rarely encountered.** 


Each tablespoonful as cc.) contains 
theophylline 80 mg. (equivalent to 
100 mg. aminophy! ing) | in a hydro- 
alcoholic vehicle (alcohol 20%). 


ACUTE ATTACKS: 
single dose of 75 cc. for adults; 0.5 
cc. per Ib. of body weight for children. 

24 HOUR CONTROL: 


for adults 45 cc. doses before break- 
fast, at 3 P.M., and before retiring; 
after two days, 30 ce. doses. Children, 
first 6 doses 0.3 cc.—then 0.2 cc. 
per Ib. of body weight as above. 


McGinn, J.T., and Hennessy, 0.3. : Am. J. Med. Sci. 233: 3. 
Am. 


Med. Times (Oct.) 1959 k, B.; Schiuger, 
234:28 (July) 1957. 5. Spielman, A.0.: Ann. 70 


J.: Ann. Al (May-June) 1958. 7. 
HA., Ba 


Patent Pending 
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Precordial Scanning in Left-to-Right Shunts 


IN THE MAJORITY of patients with congenital 
heart disease, cardiac malformations are present 
which shunt blood from the left to the right side 
of the heart. 

Since the most common malformations caus- 
ing the left-to-right shunt are now amenable to 
complete surgical correction, it is incumbent on 
the physician to detect their presence before 
irreversible cardiac and pulmonary changes in- 
crease the risk and diminish the benefits which 
result from operation, according to Cornell and 
his associates. 

The history, physical examination, roentgeno- 
gram and electrocardiogram generally serve to 
alert the physician to the presence of the congeni- 
tal malformation of the heart and also strongly 
suggest the type of defect present. However, 
definitive diagnosis requires more complex studies 
usually involving right or left heart catheteriza- 
tion, selective angiocardiography or retrograde 
aortography. These techniques permit the ap- 
plication of a wide variety of recently developed 
methods for the precise detection, localization 
and quantification of the left-to-right circulatory 
shunts. The necessity for hospitalizing patients 
in whom these studies are to be performed as well 
as the slight risk and the discomfort and expense 
involved has led the authors to develop more 
simplified techniques for the detection of such 
shunts. 

Cornell and his associates present a pre- 
liminary report describing the results of the ap-~ 
plication of a precordial radioisotope scanning 
technique in the study of 50 patients; in all these 
patients the presence or absence of a left-to-right 
shunt was subsequently proved at cardiac 
catheterization or at operation. 

Radioactive iodine (I) incorporated into 
iodopyracet (Diodrast®) was rapidly injected 
into an anticubital vein following puncture with 
a number 18 gauge needle. A scintillation counter 
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was placed vertically over the midsternal line at 
the fourth intercostal space. 

The precordial curves in patients without left- 
to-right shunts or congestive heart failure were 
characterized by a rapid ascent and a double 
peak. The first peak represented the isotope in 
the right ventricle and the second that in the left 
ventricle. The descending limb was always more 
gradual than the ascending limb. The decline was 
smooth and was interrupted relatively late by 
normally recirculating isotope. In patients with 
left-to-right shunts, the two peaks were frequent- 
ly fused into one peak and the down-slope was 
more gradual than in the former group of pa- 
tients. In patients with congestive failure and 
valvular regurgitation, the curves resembled 
those seen in left-to-right shunts. The authors 
believe that precordial scanning will find its 
greatest area of usefulness as a simple method 
for the study of the large number of patients with 
heart murmurs in whom the presence of a left- 
to-right shunt cannot be excluded on clinical 
examination. By objectively excluding the shunt, 
the necessity for more complex studies such as 
cardiac catheterization would be obviated. On 
the other hand, if the presence of the shunt is 
suggested by the precordial scan, the necessity 
for performing further diagnostic tests would be 
clear. 

In addition, this technique should also prove 
valuable in patients who have undergone surgical 
closure of their shunts. In such patients, post- 
operative catheterizations may be avoided if the 
precordial scanning technique clearly indicates 
the absence of a shunt. 

It is apparent that the technique described 
does not serve to localize either the site of origin 
or of entry of a shunt. Also, this technique can- 
not establish the magnitude of the shunt. Cardiac 
catheterization is required for this as well as for 
providing measurements of intracardiac pres- 
sure. (Medical Annals of the District of Columbia, 
29:67, 1960.) 
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Tips from 
Other Journals 


the nutritional 
approach to 
weight control 


DIETARY FOR WEIGHT CONTROL 
...Clinical evidence continues 
to provide reassuring answers 
to pertinent questions 


Metrecal has been used in a wide variety of 
medical disorders, including advanced stages 
of coronary and hypertensive heart disease, 
peptic ulcer, cirrhosis of the liver, diabetes mel- 
litus and patients with extensive rheumatoid 
arthritis on steroid therapy. “No serious com- 
plications were observed.”! 

Metrecal contains no drugs. It “frees the phy- 
sician and the patient from the undesirable 
crutch of the anorexigenic drugs, the metabolic 
stimulants, and the hydrophilic colloids.”? 


is Metrecal effective? 

In long-term Metrecal studies of 101 patients, 
“...the average weight loss was 6.2 pounds in 
the first week, 4.5 pounds in the second week, 
3.7 pounds in the third week and then 2.1 to 
3.5 pounds per week from the fourth through 
the sixteenth week.” 


In a 12-day study of Metrecal used as the sole 
source of calories, “the average weight loss for 
the 100 subjects was 6.5 pounds, or 3.9 per 
cent of the initial body weight.’ 


Available in powder and liquid forms 
in a variety of flavors 


references: (1) Roberts, H. J.: Effective Long-Term 
Weight Reduction— Experiences with Metrecal, Am. J. 
Clin. Nutrition 8:817-832 (Nov.-Dec.) 1960. (2) Antos, 
R. J.: The Use of a New Dietary Product (Metrecal) for 
Weight Reduction, Southwestern Med. 40:695-697 ( Nov.) 
1959. (3) Tullis, I. F.; Allen, C. E., and Overman, R. R.: 
Simple Effective Weight Reduction: A Clinical Study, 
Scientific Exhibit, 6th Internat. Cong. Int. Med., Basel, 
Switzerland, Aug. 24-27, 1960. 41265 


Edward Dalton Co. 


A OlVISION OF 
MEAD JOHNSON & COMPANY 
EVANSVILLE 12. INDIANA 


Quality products from nutritional research 


| 
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Treatment of Growth Deficiency 


Q. What is the treatment of growth deficiency and 
an apparent epiphyseal failure in a young 
adolescent male, provided the epiphyses have 
not closed? 


A. The managetisent of growth deficiency in a 
young adolescent male depends on a number of 
factors. Obviously, the possibility of thyroid 
abnormalities should be ruled out. If genital 
function is normal (as evidenced by physical 
findings and normal 17-ketosteroid values), use 
of one of the anabolic steroids will be helpful. 
Here the dosage depends on the age and size of 
the child. Usually, in a child above the age of 10, 
one of the following preparations may be used: 
norethandrolone (Nilevar®), 10 mg. every day 
for 10 days, followed by 10 mg. once every other 
day; nandrolone phenpropionate (Durabolin®), 
25 mg. a week, or methandrostenolone (Diana- 
bol®), 2.5 mg. a day. 

If the child shows signs of hypopituitarism and 
has normal gonadotropin, human growth hor- 
mone will help establish a greater increment of 
growth. Doses of 2 to 3 mg. should be given in- 
tramuscularly three to four times a week for 
several months. 

If the epiphyseal failure mentioned is due to 
achondroplasia, use of human growth hormone is~ 
not indicated. It is also not indicated in any other 
type of abnormal epiphyseal failure except that 
seen in hypothyroidism. Correction of that defect 
with appropriate thyroid medication permits 
more normal growth response from the patient’s 
endogenous hormone as well as to the exogenously 
administered anabolic steroids. 

Overdosage of the steroid results in increased 
size of the phallus. If this occurs, the doses should 
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Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


be diminished to one-half the initial level. The 
recommended doses will have no adverse effects 
on liver function. 


Varicosities of Spinal Cord 
Q. Iam recuperating from an episode diagnosed as 
a venous thrombosis of the spinal cord and as- 
sociated marked varicosities. The diagnosis was 
based on myelogram findings and an extensive 
neurologic survey. I would appreciate clinical 
information on the disorder. 


A. Varicosities of the spinal cord are not amen- 
able to either surgical or medical treatment. Ir- 
radiation is unsatisfactory. If there are as- 
sociated spinal cord symptoms, these usually 
persist and become worse in time. 

The extent and natureof the symptoms depend 
on whether thereare associated vascular anomalies 
within the cord substance and on the degree to 
which the varicosities interfere with spinal cord 
circulation. 


Anticoagulant and Spermatogenesis 


Q. What effect, if any, will long-term warfarin 
sodium therapy have on spermatogenesis? 


A. We are unaware of any studies reporting 
effects of long-term warfarin therapy on spermato- 
genesis. A query to a prominent manufacturer 
was similarly answered. 

A common clinical phenomenon is the rather 
abrupt loss of libido in a patient after myocardial 
infarction, whether or not he is on anticoagulant 
therapy. The response to hypnosis in a few of 
these patients suggests that the mechanism is 
psychophysiologic. 
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(Excerpt of letter from 


You know that chronic lower back trouble is 
not a simple matter. The Posturepedic mattress, 
then, cannot be a “‘cure.” But patients who have 
tried Posturepedic and doctors who use it, too, 
know it can help. They find the firm, level sup- 
port Posturepedic gives to spine and muscular 
system in back and limbs promotes normal, 
healthful sleep among all/ persons. 


We invite you to take advantage of 
a professional discount 


This is a saving of $39 per set over 
the regular retail price for innerspring 
mattress and matching foundation. 
Limit: one full or two twin size sets. 
MAIL TO: Sealy Mattress Co., 
666 N. Lake Shore Dr., Chicago 11 


O Enclosed is my check. Please Dr. 


mother example.of how SEY 


Mr. H. H., Winston-Salem, N. C. Name available on request.) 


The Sealy Posturepedic, as you undoubtedly 
know, is designed in cooperation with leading 
orthopedic surgeons. We believe your investiga- 
tion and personal use will firmly convince you 
of its distinctive benefits and, we would hope, 
merit your valued recommendation. Why not 
prove it to yourself by taking advantage of this 
liberal professional discount plan now? 


send the Sealy Posturepedic 
set(s) indicated below. 


O 1 Full Size f 


0 1 Twin Size 0 2 Twin Size 


O Please send me additional in- 
formation about professional 


discounts on Sealy Posture- 
pedic mattresses. 


Retail Professional 

Posturepedic Mattress each $79.50 (add state tax) $ 60.00 

Posturepedic Foundation each $79.50 (add state tax) $ 60.00 

Posturepedic in Foam Rubber $159.00 per set (add state tax) $120.00 
B.9 

City. Zone. State 

SEALY, INC., 666 N. LAKE SHORE DRIVE, CHICAGO 11, ILLINOIS ©Sealy, Inc., 1961 
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Impotence'in 22-Year-Old Man 


. Please discuss etiologic factors of impotence in a 
22-year-old single man, who has an erection 
once every two months. Results of physical 
examination are negative and the patient 
denies concern over his problem. What labora- 
tory procedures are indicated? 


A. This question was sent to a urologist and an 
endocrinologist and the following answers were 
received : 

Urologist: It is assumed that routine laboratory 
studies have yielded normal results. The observa- 
tion of a normal-sized penis, testes of normal size 
and consistency situated in a normally rugose 
scrotum, a normal prostate and a male escutcheon 
of pubic hair is more significant than any labora- 
tory test and excludes primary or secondary 
hypogonadism as a cause for impotence. The 
impotence in this case, as in almost all similar 
cases, is undoubtedly psychogenic, in spite of the 
patient’s stated lack of concern. It is doubtful 
that any unusual laboratory studies are needed. 
Psychiatric consultation is advisable. Kinsey and 
colleagues (Sexual Behavior in the Human Male, 
W. B. Saunders Company, Philadelphia, 1948, 
p. 236) state that impotence occurs in 0.1 per 
cent of men under 20 and in 0.4 per cent of men 
under 25 years of age. 

Endocrinologist: If the patient has normal 
genitalia, his response to therapy would probably 
be poor. However, it would be well to examine 
endocrine function by obtaining 17-ketosteroid, 
follicle-stimulating hormone (FSH) and seminal 
fluid analyses. If results are normal, no hormonal 
therapy is indicated and a psychiatric consulta- 
tion is advisable. If the 17-ketosteroid values 
are low, the FSH level is high and seminal fluid 
failure is evident, it would be worthwhile to use 
one of the long-acting parenteral steroids such 
as testosterone cyclopentylpropionate (Depo- 
Testosterone®) or testosterone phenylacetate 
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(Perandren Phenylacetate®), 200 mg. of either 
preparation once every two weeks, or testosterone 
enanthate (Delatestryl®), 400 mg. at the same 
intervals. If the patient has low FSH and low 
17-ketosteroid levels with seminal fluid failure, 
the use of chorionic gonadotropin with one of the 
above-mentioned preparations would be helpful. 
The chorionic gonadotropin dosage should be 
2,000 I.U. twice a week for six to eight weeks. 


Recurrence of Infant Deformities 


. A 17-year-old woman gave birth to a 4-lb., 6-0z. 
baby after an 18-hour labor. It was her first 
pregnancy. The infant had the following con- 
genital deformities: (1) hemimelia of the arms 
and right leg and (2) ectromelia of the left lower 
extremity. The patient’s family history is nega- 
tive, particularly for congenital malformations. 
What are the chances that she will have another 
abnormal baby? 


A. There are many unproved theories about the 
cause of deformities. The only answer to this 
question is to let the patient become pregnant 
again and see if she can have a normal child. As 
she has no other children, it is the best and most 
practical solution, irrespective of percentage 
factors associated with suspected causes. 


Lipomas and Hyperlipemia 


Q. Is there any relationship between hyperlipemia 
and multiple subcutaneous lipomas? 


A. It is generally agreed that lipomas are the 
result of some alteration in the development or 
growth pattern of certain fat cells. There is no 
relation to lipemia and, indeed, the lipid levels 
may be low. 

The influence of local factors is well demon- 
strated by the occasional development of lipomas 
at the site of insulin injection. 


Keep the arthritic man in motion 


DELENAR loosens the rheumatic grip on muscles and joints by relaxing 
motion-stopping muscle spasm with a proved muscle relaxant. Then 
the specific analgesia of better-tolerated aluminum aspirin eases motion- 
stopping pain and helps put muscles back in action. 

While immediate symptomatic relief restores motion, the underlying 
inflammation is reduced with a low-dosage corticosteroid. 
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Intractable Asthma 

| {merican Medical Association, New York, June 
. 5) REMOVAL of one of the carotid bodies in the 
) eek proved helpful in 80 per cent of 67 patients 
. ith intractable asthma not responding to other 
' eatments. No alteration in blood pressure and 
| ulse rate has been observed. Timed vital capac- 
i y improved in those patients experiencing re- 
lef.—Dr. RIcHARD OVERHOLT, Boston. 


Drugs and Pneumonia 


(bid., June 30) IN THE LAST 20 years, pneumonia 
has fallen from third to only sixth position as a 
cause of death, and at least some 50,000 Ameri- 
cans still suecumb to it each year. Pneumonia 
incidence appears steady, and drugs may have 
reached their limit of effectiveness. Efforts might 
rather be directed toward prevention.—Dr. 
HOBART A. REIMANN, Hahnemann Medical Col- 
lege, Philadelphia. 


Skin Degeneration 

([bid., June 28) MIcROSCOPIC comparison of skin 
from exposed and unexposed areas of the body 
indicates that changes usually interpreted as 
aging are apparently due to cumulative effect of 
sunlight. No degenerative changes were noted in 
skin from unexposed areas of the body of young 
and old and white and Negro volunteers.—Dr. 
JOHN M. Knox, Houston. 


Heat and Energy Needs 


(Ibid., June 28) NATIONAL RESEARCH COUNCIL 
minimal allowances assume a decrease in energy 
requirements for men living in the heat. But ex- 
periments on healthy young men show that those 
exposed to solar radiation and extreme heat in- 
crease their energy requirement significantly over 
men living in a cool, temperate environment 
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while performing the same activities. The men 
working under hot conditions showed significant 
increases in metabolic rates, food consumption, 
body temperatures and sweat rates.—C. FRANK 
CONSOLAZIO and RALPH SHAPIRO, U.S. Army 
Medical Research and Nutrition Laboratory, Fitz- 
stmons General Hospital, Denver. 


Cancer and Viruses 


(Ibid., June29) NEW EVIDENCE indicates common 
human viruses could pick up and carry trace 
amounts of carcinogens into cells to trigger car- 
cinogenesis. Mice developed a variety of cancers 
when injected with one of a variety of viruses 
(polio Type 2, vaccinia, Coxsackie B4 or Echo 
Type 9) and a carcinogen (DMBA or 2-amino- 
fluorene) but none when they received the virus 
or carcinogen alone. Radioactivity tests showed 
viruses can bind minute quantities of carcino- 
gens in the test tube and can still retain ability 
to infect cells.—Drs. CHRISTOPHER M. MARTIN 
and SIGMUNDER MAGNUSSON, and Medical Stu- 
dents Puitip J. GOSCIENSKI and GERALD F. 
HANSEN, Seton Hall College of Medicine, Jersey 
City, N.J. 


Mechano Cardiac Pulsator 


(American College of Chest Physicians, New York, 
June 25) READY for human trial is a machine de- 
signed to replace the surgeon’s hand in cardiac 
massage. Intended for operating room emergen- 
cies, the mechano cardiac pulsator utilizes a 
pump sending compressed air to a latex cuff fitted 
around the heart. It avoids the problem of fatigue 
in manual massage and can be set to produce a 
desired rate of heart beat. It enabled survival of 
19 of 21 laboratory animals in cardiac arrest— 
the other two succumbed to other causes.—Drs. 
Pump Y. ATALLA, CESAR B. VIAL, PETER V. 
MOULDER and WILLIAM E. ADAmMs, University of 
Chicago. 
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“New” Diseases 


(University of Michigan announcement, Ann 
Arbor, June 28) ALTHOUGH THERE appear to be 
new diseases now, it is only because in the past 
they were subordinated by more serious afflic- 
tions. Viral diseases such as poliomyelitis and in- 
fectious hepatitis went unrecognized in the shad- 
ow of plague, cholera, smallpox, malaria and 
syphilis.—Drs. ERNEST H. WATSON and GEORGE 
H. Lowrey, University of Michigan Medical 
Center. 


SV 40 in Vaccine 


(Public Health Service report, Washington, July 
26) SV 40, which has shown up in some Salk polio 
vaccine, is a “totally unidentified substance and 
may not even be a virus.” Observations over past 
years indicate no untoward effects can be at- 
tributed to use of vaccine which might have con- 
tained the suspected simian virus. And it is quite 
different from the apparent virus, found in some 
monkey kidney tissue culture preparations, 
which has been shown capable of inducing tumors 
in hamsters. 


Ovarian Radio Studies 


(Fourth International Conference on Medical Elec- 
tronics, New York, July 17) FUNCTIONING and 
physical changes in the ovary at ovulation are 
being studied in monkeys with tiny radio “pills,” 
or endoradiosondes, fixed on or near the ovaries. 
The technique is being used initially to measure 


ovarian temperatures to determine any relation- 
ship between temperature changes and the proc- 
ess of ovulation. Later, electrical changes will be 
studied to determine whether there is a standard 
pattern which can provide a reliable guide for 
predicting when ovulation will occur.—HERBERT 
S. Dorpick, University of Pennsylvania Graduate 
School of Medicine and RCA; Drs. Howarp 
BALIN and S. LEON ISRAEL, of the University, and 
FRED L. HATKE, RCA. 


Common Cold Vaccine 


(British Medical Research Council announcement, 
London, July 25) VIRUSES of the common cold 
now can be grown consistently in tissue culture 
through techniques developed at the Common 
Cold Research Laboratory at Salisbury. The 
council is collaborating with three commercial 
drug manufacturers seeking an effective vaccine. 
But prospects of developing a reliable single vac- 
cine are not too bright if many types of cold virus 
need to be incorporated. 


Parkinson’s Decline 

(American Neurological Association, Atlantic City, 
June 19) STATISTICAL ANALYSES indicate the 
majority of cases of Parkinson’s disease stem 
from encephalitis or influenza infections in the 
years just before and around 1920. As this epi- 
demiologic cohort dies out, Parkinson’s disease 
should cease to be a major clinical problem be- 
tween 1980 and 1985.—Dr. Rosert S. ScHWwaB, 
Massachusetts General Hospital, Boston. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement 
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Threats 
to American Freedom 


RICHARD M. NIXON 


The following article, appearing exclusively in GP, 
is based on the transcript of a speech made by 

Mr. Nixon at the June 27 meeting of the 
Pharmaceutical Advertising Club, 

New York City. 


PERHAPS THE BEST WAY to introduce my remarks 
about the problems of the pharmaceutical indus- 
try is to point up one apparent fact. Not long 
ago, many parents were submitted to graduation 
day speeches. If you have heard such speeches, 
you know that the young people of this country 
are being told that virtue is its own reward. If 
you do the right thing you will have the rewards 
you deserve and that while the challenges we face 
are very rugged and relentless, the cause of free- 
dom will win out in the end. 

These things we all believe to be true. But they 
will not be true very long unless all of us who 
really believe in the “American Way,” a concept 
that means so many different things to so many 
different people, are prepared to back up our be- 
liefs. We must make clear, in hard, practical terms, 
what the “American Way” means. We have to 
know its enemies, conscious and unconscious, 
foreign and domestic. We must fight back with 
all our resources of eloquence and dedication. 

I put my message in these rather harsh, un- 
compromising terms because they are of special 
and immediate relevance to your own situation. 
If virtue were indeed its own reward, and if the 
cause of freedom could in fact count on winning 
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out in the end, then the pharmaceutical industry 
would be riding high today—and deservedly so. 
But that’s far from the case. The industry is 
under astonishingly bitter attack. It is threatened ° 
(and seriously threatened) by punitive legisla- 
tion. The medical profession, similarly under the 
gun, is the direct target of proposals that at best 
would drive deep inroads into the free way of life 
we cherish. We must recognize these facts. We 
must recognize them soberly and realistically. 
Thus armed, we must start fighting back. 

I join you in that fight. I see in it stakes that 
go far beyond one set of legislative proposals. I 
see in this fight the whole battleground of regi- 
mentation against free choice; of centralized 
government control versus local and individual 
initiative; of bureaucratic decision-making versus 
creative enterprise. I see in it the drive for mas- 
sive public taxing and spending versus the preser- 
vation of a free market place in which a free 
American people vote their preferences with their 
own stable dollars. 

I see in it the overriding question: Will 
America, in the years ahead, reaffirm its faith in 
freedom? Will we move up to new and matchless 
levels of achievement by the same proven means 
that have brought us to our present greatness? 
Or has the “American Way” really had it—at the 
hands of domestic enemies masquerading as its 
stoutest defenders? 


The Attack on the Drug Industry 


Let’s consider the evidence. Let’s see how 
virtue’s doing these days, in the way of just 
rewards. Let’s look at the pharmaceutical in- 
dustry. This industry has chalked up a record 
over the years that can hold its own against any 
other, a record for service, for high standards, 
for superb accomplishment. Looking at this 
record, we see what it includes. First, tremendous 
competition. It boasts more than 1,300 inde- 
pendent producers, no one of which controls more 
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than 10 per cent of the market in ethical drugs. 
It is a record of such levels of quality control 
that millions of Americans daily literally put 
their lives in the hands of this industry, with 
hardly a thought as to the vote of confidence 
this in fact represents. It is a record that includes 
a basic research outlay that in the past 10 years 
has amounted to a billion dollars, that last year 
alone came to over $200 million and that reg- 
ularly represents fully 25 per cent of net profits. 
And yet competition in this industry is such 
that the odds remain still 2,500 to 1 against any 
one new product gaining a share in the commer- 
cially profitable market. And with all this, the 
record also reads: Wholesale prices up barely 3 per 
cent in 10 years—the same 10 years that have 
brought about a 25 per cent increase in all indus- 
trial prices. 

Now against this record, let’s measure the 
Kefauver-Celler bill. The word for this bill, I 
suggest, is definitely “punitive.” As we look at 
this bill, we find that it seems to be animated by 
a deliberate desire to create a scapegoat for a 
whole catalog of sins. What are the sins that this 
bill seems designed to deal with? Everything 
from rising medical costs (which incidentally 
have gone up less in the last 10 years than any 
other single item in the cost of living index) to 
monopolistic concentration in American business 
—in an industry with 1,300 competing firms. 
Its two chief features are these: (1) a cutback in 
patent rights for drug manufacturers from the 
usual 17 to three years; and (2) the use of only 
generic names for major categories of drugs, 
rather than tradenames representing both infinite 
variations and the public confidence in the 
products of individual risk-taking firms. And then 
there’s a third feature—tremendous powers of 
discretion. This may be the most dangerous of 
all, lodged solely in the hands of the Secretary of 
Health, Education and Welfare. These powers, 
if used, could literally make or break an in- 
dividual firm or the whole industry. 
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If the stated purpose of this bill were to dis- 
courage risk and investment, to make product im- 
provement unrewarding, to depress the rate of 
growth in the pharmaceutical industry, I would 
say it was cut to pattern. 

But by any other standard, especially that of 
preserving and stimulating our creative enter- 
prise system, the most productive the world has 
ever known, I say this: The Kefauver-Celler 
bill, aside from its provision for tighter quality 
control, makes no sense at all for America or the 
American people. What it does make is mischief. 
It poses a real and present danger to the drug 
industry but it also threatens the vastly greater 
area of freedom that includes freedom for Ameri- 
can business and freedom for all Americans. If 
this bill should become a pattern and a model, 
no area of American life will be free from the 
threat of increasing central control, increasing 
bureaucratic conformity and decreasing individ- 
ual freedom. 


Medicine Also Threatened 


The drug industry is but one vital part of a 
still broader profession, that of medical science. 
Although this is neither the time or place to go 
into every last detail, I wonder if any observer 
today would seriously challenge on the affirma- 
tive side, on the constructive side, my conclusion 
that medical care in America is the finest, the 
broadest, the most dependable in the world. It 
isn’t perfect. It isn’t free from all problems. It 
isn’t equally available to all our people, but it is 
of matchless over-all quality and depth and it is 
getting better all the time. 

Yet the medical profession is also under attack. 
We are asked to believe that the only way to 
provide adequate medical care for our senior 
citizens (and this is a real problem with some 16 
million Americans 65 and over) is a compulsory 
payroll tax on all wage earners, compulsory 
programs of insurance, compulsory participation 
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in one massive, rigid, government-controlled 
scheme. Such a program will lead inevitably, in 
my opinion, to compulsory coverage and com- 
pulsory insurance for all without regard to age. 
This is the long and short of the so-called King 
bill, which seeks to pre-empt the field of prepaid 
medical care for the aged from our present mixed 
system of state, federal and private effort. It 
would replace variety and selectivity with uni- 
formity. It would replace freedom, for the doctor 
and patient equally, with compulsion. Again I 
submit this fundamental question: What sense 
does such a proposal make? What kind of a future 
America does it foreshadow? And again I’m 
forced to answer that it makes no sense at all— 
unless America wants to give up its heritage of 
freedom and join the dull, drab ranks of the 
bureaucratic superstate. 

There is room for improvement in medical care, 
room for even greater achievements for all ages 
and all classes of Americans. With respect to our 
senior citizens, last year’s Kerr-Mills bill surely 
deserves a full and fair trial before we conclude 
that massive new injections of federal spending 
and even worse, federal control, are needed. 
Beyond this program there is a need for some 
further support and stimulation of private in- 
surance plans and voluntary programs of prepaid 
health care, especially for those who need it most 
but have the fewest private resources. There is a 
need for guaranteed special risk insurance or for 
a program in which many firms pool their re- 
sources and share the burden of insuring those 
who would otherwise be uninsurable. ~ 

But looking at these needs and these problems 
(and they’re very real ones), I believe we must 
find sound and affirmative solutions. I believe 
that we can fill these needs fully and freely and 
voluntarily through the creative partnership of 
individuals and private firms, of doctors and 
medical associations and of government at every 
level. In a word, America will continue to grow 
and progress in the area of medical care as in all 
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One of the best ways to register beliefs, to seek allies and sup- 
porters is through a political party. 


other areas of life in the way it has already grown 
and progressed—by the creative enterprise of 
millions of free associations and free people. This 
I believe and this I intend to continue to fight 
for as a private citizen as I did as a public 
official. I don’t need to tell you that it is your 
fight as well. 


A Simple Prescription 


Now, what can you do? May I give you a 
prescription? I have a very simple one and it’s 
not a. sure cure. It is a prescription of many 
parts. To begin with, of course, you must under- 
stand the problems you face in the broadest 
possible terms. You must view them as a test 
case for freedom and its durability. You must also 
police yourselves, because we can talk about 
freedom, we can talk about our resistance and 
our opposition to government control, but we 
must remember that freedom carries with it 
great responsibility. If we donot meet that respon- 
sibility, we are inviting government control. You 
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must police yourselves on the highest profes- 
sional level against any relaxation of quality 
standards; against any monopolistic tendencies; 
against any demand for undue or undeserved 
profit. Make sure that you continue to merit the 
confidence of a grateful consumer public. And 
then this prescription includes a challenge to 
you to blow your own horn whenever and 
wherever possible and wherever deserved—al- 
ways on the basis of your factual record of 
accomplishment. 

And with the challenge to do this horn- 
blowing, a suggestion: Get into politics—as 
individuals and in line with your own party 
preference. In any case, use the vehicle of the 
political party to register your beliefs in no 
uncertain terms, to seek allies and supporters. 
You can thus bring to bear, in the public forum, 
massive and effective counterpressures against 
conformity and control. In brief, speak out and 
organize and fight for the principles of freedom. 
In the context of that total commitment, you 
will thus be guaranteeing the freedom of your 
profession and industry. 

When I suggest that you get into politics, 
may I say that in the context of your problems, 
this is one suggestion which has an implicit 
self-interest. I would add one other suggestion. 
I have often found that doctors can get terribly 
excited when they face the threat of compulsory 
health insurance. Those in the pharmaceutical 
industry can get very excited about politics when 
they see an investigation or a bill which may 
hurt them and their industry coming up. Those 
in the building industry can become concerned 
when they see government controls or govern- 
ment programs which they think might harm 
them. What we must realize is that freedom is 
indivisible, that a threat to individual respon- 
sibility in one field threatens all. It is not enough 
for you to be excited about your own problems. 
You must be interested in this whole cause and 
work together, not only when you are under 
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attack, but also with others where similar prob- 
lems are involved and where a similar un- 
justified attack may be launched. 

In this connection I speak from some back- 
ground and I want to relate these responsibilities, 
not to just an industry or a profession, but to 
the whole cause of freedom, not only in America, 
but for the world. I would like to relate these im- 
mediate problems to international problems that 
we have and point out how they are related. 


Internal, International Problems Related 


We pick up the morning papers and we see on 
every page discussions of our problems abroad. 
Americans are concerned today about develop- 
ments in the world, concerned because we find 
that Mr. Khrushchev who heads the Soviet em- 
pire is at the present time more arrogant, more 
cocky, more contemptuous of America and our 
allies than at any time since he has been the 
chairman of the Soviet Union. Now why is he 
taking this attitude? First of all, I do not believe 
that he is taking this attitude because of his 
faith that his military strength is greater than 
ours and that he can risk war to extend com- 
munism and that we do not have the military 
power to defend freedom even if we wanted to use 
it. I also do not believe that Mr. Khrushchev is 
strutting and threatening and bullying in in- 
ternational councils today due to the fact, as 
some have suggested, that President Kennedy 
may not have talked firmly to him. On the con- 
trary, based on President Kennedy’s report to 
the nation and on other reports that I have had 
of those conversations, I believe he talked very 
firmly to Mr. Khrushchev. 

Why then is Mr. Khrushchev taking the atti- 
tude that he is? I think the reason lies in the 
record and it’s a record, incidentally, which I 
mention today not in any partisan sense, but that 
I mention because from the past America must 
learn how and where to go in the future. And 
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when we look at that record, we find that there 
has been a distressing tendency in the first few 
months of the new administration to talk coura- 
geously, to talk bravely and then to act timidly. 
In dealing with a dictator there is one lesson that 
I believe we must remember above everything 
else: The greatest mistake you can make is to talk 
more bravely than you’re prepared to act. In both 
Laos and Cuba, the United States committed its 
prestige and then did not commit its power. This 
encouraged Mr. Khrushchev—and discouraged 
our friends. 

But the situation is not beyond remedy. I am 
confident that the President of the United States 
is aware of this problem and that he is aware of 
the fact that we need at the present time, not 
only talk (because talk is important in the coun- 
cils of the world today) but we also need action. 
In the field of action there are several things that 
can be suggested. Very properly, I think, the 
President has asked for more funds for defense, 
particularly in those areas dealing with so-called 
small wars, where Mr. Khrushchev must respect 
us, if we are to be able to back up our talk with 
action. But at the same time, I would suggest 
other things. 

If we want to impress Mr. Khrushchev, if we 
want to let him know that the American people 
are not just bluffing, that we are really putting 
first things first, the President would do well to go 
before Congress and say in no uncertain terms 
that we need so many billions of dollars more for 
national defense. 

But he must also say that due to the fact that- 
we live in a time of urgency, a time when we face 
great peril, that at this time when Americans 
must spend billions more for defense, he is going 
to declare a moratorium on all nondefense spend- 
ing not connected with the national security. I 
suggest this because there is no other way to pay 
the bill without more taxes or resulting higher 
prices from the inflation caused by deficit spend- 
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To win this struggle against communism, we must not let 
the grasping hand of government control take over this or that 
field, now handled by private enterprise. 


Let us turn to other phases and other actions 
we can take. We need, of course, firm diplomacy 
—diplomacy consistent with the military strength 
which we will develop. This means no compromise 
on Berlin or on our opposition to admission of 
Red China to the U.N. It also means that the 
President must shoot down even trial balloons 
with regard to positions (however well-inten- 
tioned) which would weaken our bargaining 
power on these two issues. 

But what does all this have to do with the sub- 
jects I spoke of earlier? I have discussed military 
strength, the necessity for cutting down non- 
defense spending to keep our economy sound, the 
necessity for a firm diplomacy. What we must 
remember is that what all these things will accom- 
plish is the maintenance of the balance that must 
be kept so that war can be avoided. But while 
war in the traditional sense will be avoided, con- 
flict will go on for our lifetime, perhaps even for a 
century, with the forces of freedom on one side 
and those of communism on the other. And here 
there are more subtle factors that will determine 
the outcome of that conflict. 

This brings me back to the original discussion. 
Which side will win? Which system will prevail? 
Which deserves to prevail? Which will be the 
stronger in the sense of-producing more goods for 
more people, as well as military strength? And 
which will catch the imagination of the people as 
being the wave of the future? 
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A COMPLETE THERAPY FOR 
TREATMENT OF PEPTIC ULCER 


CARBAMIN 


U.S. Pat. No. 2,840,506 


INGESTED EXOGENOUS 
SUBSTRATES 


BLOOD AND METABOLIC 
ENZYME SUBSTRATES 


Enzymic imbalance resulting from insufficient substrates may lead to 
peptic ulcer and other digestive disorders (full discussion in article by 
Goodfriend, Vanderkleed and Goodfriend). Carbamide has been designed 
to supply substrates for these enzyme systems, and thus aid in relieving 
symptoms, correcting acid-base equilibrium, aiding mucosal healing and 
normal digestion, and restoring homeostasis.‘ 


The action of Carbamine medication as a direct approach to the elevation 
of the health status and resistance of gastrointestinal mucosa; its high 
degree of therapeutic effectiveness; and its complete absence of toxicity 
or side-effects indicates that it is an important contribution to the materia 
medica of peptic ulcer and certain other gastrointestinal diseases. ‘?) 


FORMULA: REFERENCES: 

Carbamide with citric acid and sodium bi- (1) Goodfriend, Vanderkieed & Goodfriend. ‘“‘Enzy- 

carbonate to produce sodium citrate and matic Therapy of Peptic Ulcer and Digestive Disor- 

carbon dioxide when dissolved in water. ders.’ American Journal Gastroenterology, Vol. 33, 

DOSAGE: No. 1, Pgs. 80-89, January 1960. 

One packet T.I.D. after mealtime and one (2) Kelly, H. T., M. D., “Treatment of Gastroduodenal 

packet at bedtime. Ulcer and Certain Digestive Disorders with Mucosal 
Enzyme Substances”, American Journal of Gastro., 
Vol. 33, No. 12, December, 1960. 


KEY PHARMACEUTICALS, INC., Miami 37, Florida 
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Must Follow Our Own Way 


We have absolute confidence that our system is 
best, that it should and will prevail. But I can tell 
you that the men in the Kremlin and those around 
them in the communist empire have a similar con- 
fidence and, sometimes, they seem to have more 
zeal, even more belief and faith than we do. We 
will win, I am convinced. But I have one credo 
and it is this. We will win if we play up and 
emphasize our own strength—not theirs. 

Let me give you an illustration. The theory of 
communism is that everyone is supposed to re- 
ceive according to his needs and produce accord- 
ing to his abilities. When I was in the Soviet 
Union, I found that the men in the Kremlin had 
found it necessary to compromise that theory in 
major respects in order to compete in the world 
economically and to get the productivity from 
their citizens. They have found it necessary to 
decentralize as far as government controls are 
concerned. They’ve also found it necessary to give 
greater rewards to those who produce more. As a 
matter of fact, the top producers in the factories, 
in business, in the arts and in all fields of Soviet 
life received more comparatively to those who are 
not top producers than they do in any other 
country of the world, including the United States. 
This means that the officials in the Kremlin have 
found it necessary, in effect, to turn our way in 
order to compete successfully in this contest of 
systems. 

Let’s look at the United States. We have great 
problems. We see this competition and we hear 
well-intentioned people say this is too big for 
private enterprise, that we need more government 
in order to compete with the great monolithic 
power of all-powerful government in the Soviet 
Union. And so the suggestions are made—more 
government controls here, government moving 
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into this or that field, presently handled by private 
enterprise. 

Now to my credo. America and the cause for 
which we stand, in which we represent the world, 
will win in this long struggle provided that at a 
time when the communist leaders are turning our 
way, we don’t make the mistake of turning their 
way. In other words, the answer to all-powerful 
government is not more power in government in 
the United States but more power and responsi- 
bility in 180 million free Americans. 

The doctrine that I expound is not Republican, 
nor is it Democratic in a partisan sense. It is 
bigger than any party. It is as big as America it- 
self and the cause of freedom for which we stand. 
That is why I say that I understand your con- 
cern about what goes on in Washington. And I 
trust you will do your job to see that the pharma- 
ceutical industry and the medical profession can 
meet any investigation at the highest levels on a 
basis where the public will have confidence in 
both. The way to avoid more government control 
is to have a better job done by private, individual 
enterprise. 

But while I understand your interest in your 
own problem, may I say again that you must 
recognize that you must get into politics in the 
best sense, not only when you are threatened, 
but whenever you see freedom in any respect 
threatened. As you do so, you will be fighting not 
just for your own selfish interest and not just for 
private enterprise generally. You will be making 
a significant and important contribution to what 
is the greatest struggle in which men have ever 
been involved. You will be making a contribution 
to America and the free world’s victory in the 
fight in which we are presently engaged with 
those who threaten freedom throughout the 
world. I wish you well in this fight. I am proud 
and happy to join you in it. 
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Threats 
to American Freedom 


Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress and postsurgical conditions— 


new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever — 
gives more complete relief than other analgesics...acts fast, relief lasts four to six hours 


Composition: 200 mg. Soma (carisoprodol), 160 mg. 
phenacetin, 32 mg. caffeine. Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 apricot-colored, scored tablets. 


Also Available As 
SOMA COMPOUND + CODEINE 


Soma Compound boosts the effectiveness of codeine. 
Therefore, Soma COMPOUND + CODEINE contains only 


Y% grain of codeine phosphate to relieve the more severe 
pain that usually requires % grain. Otherwise, its com- 
position—and dosage—is the same as Soma Compound. 
Supplied in bottles of 50 white, lozenge-shaped tablets. 


soma 
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Year Book of Medicine. 1960-1961. 
Edited by Paul B. Beeson, M.D. and others. Pp. 740. Price, 
$8. Year Book Publishers, Inc., Chicago, 1960. 


ANY PHYSICIAN with an ounce of medical curiosity 
will find this 1960-1961 Year Book difficult to put 
down once he has begun reading it. It summarizes 
what the editors consider the outstanding advances 
and papers in various fields of medicine during the 
past year. Notes and references are included at the 
end of most sections. 

The information is divided into six parts: “Infec- 
tions,” edited by Paul B. Beeson, M.D.; “The 
Chest,” by Carl Muschenheim, M.D.; ‘‘The Blood 
and Blood Forming Organs,” by William B. Castle, 
M.D.; “The Heart and Blood Vessels and the Kid- 
ney,” by Tinsley R. Harrison, M.D.; ‘“The Digestive 
System,” by Franz J. Ingelfinger, M.D., and 
“Metabolism,” by Philip K. Bondy, M.D. 

The book gives the general practitioner a chance 
to catch up on what’s new even though he has not 
had time to read all the journals. The Year Book is 
interesting because its material is well organized and 
stimulating because its subjects are timely. 

— GEORGE E. BURKET, JR., M.D. 


Diabetic Care in Pictures. 
8rd. ed. By Helen Rosenthal and Joseph Rosenthal, m.p. 
Pp. 237. Price, $4.50. J. B. Lippincott Company, Phila- 
delphia, 1960. 


ANY GENERAL PRACTITIONER knows it is exceedingly 
difficult to manage diabetic patients. One of the 
hardest jobs is to educate the patient adequately on 
the nature of his disease, matters of diet, use of 
insulin and associated equipment, proper methods of 
testing the urine for sugar and prevention of compli- 
cations. Many helpful pamphlets are available at 
little or no cost from voluntary health organizations 
and pharmaceutical manufacturers but these, be- 
cause of space limitations, are usually inadequate i in 
one or more important areas. 

The Rosenthals (physician-husband and dietitian- 
wife, I assume) have, since 1946, published a manual 
which fulfills very well the needs of the diabetic pa- 
tient and his physician. The present edition brings 
the work up to date. The text is written in clear, 
nontechnical language and is supplemented by 
numerous tables and illustrations. A profusion of 
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excellent photographs (some in color), diagrams and 
line drawings increase the book’s usefulness. 

The manual should be very valuable to patients of 
at least ordinary intelligence and I am not embar- 
rassed to say that it has improved my understanding 
of diabetes and the patients who have it. 

—JESSE D. RISING, M.D. 


Protein and Amino Acid Requirements in Early Life. 
By L. Emmett Holt, Jr. and others. Pp. 68. Price, $1. New 
York University Press, New York, 1960. 


EVERY PHYSICIAN who supervises the feeding of in- 
fants and children is under constant pressure from 
parents to increase, change or supplement the pre- 
scribed diet. The parents have been motivated by the 
great number of articles in the lay press, some written 
by authorities, others inspired by the food industry. 

In an attempt to create some order out of conflict- 
ing claims about minimal protein requirements in 
early life, the authors have used material assembled 
by the American Pediatric Society’s committee on 
nutrition. The publication evaluates available in- 
formation and presents it in a form understandable 
to both physicians and the food industry. 

In only 63 pages, the book covers everything from 
the definitions of requirements and allowances to the 
need for further research. Other subjects discussed 
are protein requirements in disease, parenteral nitro- 
gen administration, evaluation of protein quality, 
amino acid balance and desirable intakes of protein 
and amino acids. 

Physicians who supervise the nutritional needs of 
infants should read this publication. An extensive 
bibliography is included. —F. P. RHOADES, M.D. 


Nonpenetrating Injuries of the Abdomen. 
By Robert H. Kennedy, M.D. Pp. 121. Price, ‘$4.75. Charles 
C Thomas, Springfield, Ill., 1960. 


THIS BOOK contains much valuable information on 
the least protected portion of the human body, the 
abdomen. 

Both usual and unusual causes of injuries in this 
area are discussed. The traumatic injuries in each 
vf the abdominal viscera are described concisely. 
Methods of diagnosis and treatment are covered. 

While the text is adequate, I believe that illustra- 
tions would have improved some of the sections. 
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Sleepers 


Coma, that closely resembles normal sleep, with the 
patient breathing quietly but slowly, may be due to a 
tumor of the posterior fossa. Restless and uneasy sleep 
from which patients can be partially aroused is some- 
times due to a lesion in the region of the hypothalamus. 
* 
On an expedition to Greenland, men were allowed to 
sleep whenever and as long as they wished every day for 
two years. In the entire group, the average time spent 
daily in sleep was seven and nine-tenths hours per person. 
* * 
In weightlessness studies, a human subject was immersed 
in a tub of water for seven days except for one hour of 
testing a day. He required little sleep — only about one 
hour out of each twenty-four. His sleep was generally 
light, occasionally moderate, with a few periods of deep 
sleep lasting only from ten to twenty seconds at a time. 
* 
If a sound, dependable sleep— without lethargy—is what 
your patient needs, prescribe Lotusate®. This somnifa- 
cient brings sleep in from fifteen to thirty minutes — 
sleep that lasts for from six to eight hours. Patients 
awaken refreshed, without lethargy. Lotusate comes in 
the form of slender purple Caplets®, a welcome change 
for the capsule-weary patient. 
Lotusate, intermediate-acting barbiturate, is available 
in Caplets of 120 mg. (2 grains) for insomnia. Dose: 1 
Caplet from fifteen to thirty minutes before retiring. 
Lotusate (brand of taibuta!l) and Caplets, trademarks reg. U. S. Pat. Off. 


LABORATORIES 
New York 18, N.Y. 


Since diagnosis of nonpenetrating abdominal in- 
juries is at times difficult, it is my opinion that all | 
who treat traumatic injuries will greatly benefit from 
reading this book. —MALCOM E. PHELPS, M.D. 


The Development of the Infant and Young Child. 

By R. S. MWingworth, m.p. Pp. $18. Price, $6.50. Williams 

& Wilkins Company, Baltimore, 1960. 

THIS BOOK is the result of much research in the 
testing of child development. The author states, 
“Developmental tests in infancy are of great value, 
in that they can detect mental retardation and 
neurological conditions with a considerable degree 
of certainty. There is little evidence that mental 
superiority can be detected in infancy.” 

While the book includes a great deal of material 
for persons who place babies in adoptive homes, 
much of it will interest and enlighten the family 
physician. The good black-and-white photographs 
of babies show definite characteristics and the charts 
on assessment of normal development are more in- 
clusive than many I have seen. 

I recommend this book for the general practitioner 
as well as for those in pediatric work. 

— MARJORIE E. CONRAD, M.D. 


Pharmacology. 

2nd ed. By Harry Beckman, M.D. Pp. 805. Price, $15.50. 

W. B. Saunders Company, Philadelphia, 1961. 

It Is a pleasure to report that Dr. Harry Beckman, 
who also edits Year Book of Drug Therapy, has com- 
pletely rewritten and enlarged his popular textbook 
of pharmacology. 

The book is particularly interesting to the prac- 
ticing doctor because its presentation differs from 
that of the standard pharmacology text. Instead of 
arranging chapters by families of drugs, Dr. Beck- 
man has divided his material according to the effects 
of drugs on different body systems. Thus there are 
chapters on pharmacology as it relates to the kid- 
neys, gastrointestinal tract, heart, liver and gall 
bladder. Emphasis is placed on clinical effects rather 
than on results in laboratory animals. 

Dr. Beckman writes clearly and his book is easy 
to read. This second edition is one of the best refer- 
ence sources available on the nature, action and use 
of drugsin man. —ARTHUR C. DEGRAFF, M.D. 
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Practical Clinical Management of Electrolyte Disorders. 
By William J. Grace, M.D. Pp. 182. Price, $4.95. Apple- 
ton-Century-Crofts, Inc., New York, 1960. 


Practical Clinical Management of Electrolyte Disorders 
is designed as a guide to bedside management of 
electrolyte problems. The aim is admirably accom- 
plished in discussion of electrolyte disturbances and 
their treatment in the following common clinical 
syndromes: (1) alkalosis resulting from vomiting or 
prolonged gastric suction; (2) water and salt reten- 
tion and low serum sodium in congestive heart 
failure; (8) acidosis and uremia in severe renal dis- 
ease; (4) hyperkalemia, acidosis and uremia caused 
by acute renal failure, and (5) acidosis and dehydra- 
tion due to uncontrolled diabetes. 

A number of case reports illustrate electrolyte 
problems and their management. The author also 
reviews some of the basic data relating to the effect 
of electrolyte disturbances on the heart, the replace- 
ment of electrolyte deficits, the mechanisms of elec- 
trolyte disturbances, the clinical picture of magnesium 
deficiency and the syndromes of potassium deficiency. 

This small book will help the practicing physician 
review and understand the treatment of common 
electrolyte disorders. 

—L. KRAEER FERGUSON, M.D. 


Obstetrics. 

12th ed. From the original text by Joseph B. De Lee, M.D. 

By J. P. Greenhill, m.p. Pp. 1,098. Price, $17. W. B. 

Saunders Company, Philadelphia, 1960. 

READING THE 12th edition of De Lee is like meeting 
an old friend in a new suit. When I compare it with 
the seventh edition, which I used as a student, I’m 
convinced that obstetrics is not the static specialty 
many say it is. 

Additional material on regional and special condi-_ 
tions that complicate pregnancy makes the text 
even more valuable. Printing and illustrations, some 
in color, are excellent. There is a good chapter on 
moral problems in medicine. 

The general practitioner may be a bit irritated by 
a few statements, like this one in the discussion of 
breech extraction: “In the hands of experienced ob- 
stetricians it does not matter which procedure is 
followed. . . . Spontaneous breech delivery is the 
safest procedure in the hands of general practition- 


GP September 1961 


> 
=| 


= 
SW 


"OMG 
EE 
CFL LLL A 


Lotusate 


Brand of t 


The lotus flower brought comfort to Zeus, the most 
powerful of the Greek gods. Lotusate, dependable som- 
nifacient, brings comforting sleep to patients troubled 
by insomnia. 

Lotusate stops insomnia and brings needed sleep —with- 
out lethargy. An intermediate-acting barbiturate, it 
induces sleep in from fifteen to thirty minutes — sleep 
that lasts a natural span of from six to eight hours. The 
unique appearance of slender, purple Lotusate Caplets® 
will be a gratifying change for capsule-weary patients. 
A couch fit for the gods may not bring sleep, but Lotusate 
will — to hospital patients, travelers, driving, energetic 
business. men and women, and to anyone else in need 
of sleep. 


Brings sleep—without lethargy 


Lotusate is available in purple Caplets of 120 mg. (2 
grains) for insomnia. Dose: 1 Caplet from fifteen to 
thirty minutes before retiring. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 


LABORATORIES 
New York 18, N.Y. 
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New and Revised 


Dripps, Eckenhoff & Vandam— Introduction to Anesthesia 


Edition! 


Thoroughly 
Revised 


The New (2nd) Edition of this remarkably useful 
book clearly illuminates the broad fundamentals 
of anesthesia and concisely shows specific clinical 
applications. The authors present the indications 
for various types of anesthesia, the effectiveness 
of each under different circumstances and the 
hazards involved in their use. Inhalation, “‘open 
drop,” spinal, intravenous barbiturate, and local 
anesthesia are all covered. For this revision many 
new subjects have been added, including techniques 
of inhalational anesthesia, carbon dioxide absorp- 
tion, the physiological effects of hypercarbia, special 
procedures such as hypothermia, hypnosis and de- 
liberate hypotension, intravenous technique and ther- 


(2nd) 


apy, an approach to asepsis in anesthesia, respira- 
tory resuscitation, pulmonary function, mechanical 
ventilation, and medicine and the law. The new 
external ae massage is fully described and 
illustrated. About 25 new illustrations have been 
added, and many of those used from the previous 
edition are significantly improved. 


Dares, M.D., Proft and Chai t 
Anesthesiology, Schools of eke Universit 4 of Pennsyl- 
vania; Anesthetist, Hospital of the U. of P.; James E, Eckennorr, 
M.D., Professor of Anesthesiology, Schools of Medicine, Univer- 
sity of Pennsylvania; Anesthetist, Hospital of the U. of P.; and 
Lenoy D. Vanpam, M.D., Clinical Professor of esia, Harvard 
Medical School; Director of Anesthesia, Peter my Bri 

a Boston. About 407 pages, 6” x 9)4", illustrated. 

$7.00, New (2nd) Edition—Just Ready! 


New!—Tenney & Little 
Clinical Obstetrics 


With a sharply clinical approach, this new book delves into 24 
pressing problems which cause difficulty in the safe delivery of 
mother and child. It is based on the present plans of manage- 
ment at Boston City Hospital and Boston Lying-In Hospital. 
It reflects the authors’ extensive experience in handling difficult 
and controversial situations in clinical obstetrics. Each of the 
24 chapters deals with a different hazard of pregnancy, labor, 
delivery or the postpartum period. In each instance, the essen- 
tial features of the problem itself are considered, followed by 
recognition, diagnosis, differential diagnosis, management and 
prognosis. Where pertinent, helpful advice on physiology, 
pathology and particular complications is included. 


You'll find such timely topics as: Prenatal care—Heart Diseases 
in Pregnancy—Diabetes in Pregnancy—Hypertension in Preg- 
nancy—Urinary Tract Infections—Blood Incompatibilities— 
Pelvic Tumors in Pregnancy—Hydatidiform Mole and Chorio- 
carcinoma—Third Trimester Bleeding—Endocrine Therapy in 
Pregnancy—Abortion—Tubal Pregnancy—Ruptured Membrane 
and Chorioamnionitis—Cesarean Section—Analgesia and Anes- 
thesia—Abnormal Presentations—Prolonged Labor—Induction 
of Labor—Use of Low Forceps and Episiotomy. 

Medical School; and Brian Litre, M.D., Associate Director, Department of Ob- 
stetrics and and Gynecology, Boston City Hospital, Associate in Obstetrics and _ 


cology, Harvard Medical School, Obstetrician and Gynecologist, Boston Lying. 
Hospital. About 480 pages, 634” x 934”, illustrated. About $9.00. New—Just Tetay! 


New!— Corday and Irving 


Disturbances of Heart Rate, 
Rhythm and Conduction 


_ Designed for immediate clinical use in your practice, this volume 


helps you gain a keen insight into disturbances of heart rate, 
rhythm and conduction. It gives you a wonderfully clear physio- 
logic foundation for greater comprehension of cardiac arrhyth- 
mias. Emphasis is on the correlation of mechanical and electri- 
cal events taking place in the heart in the presence of arrhyth- 
mic disorders. Mechanical and electrical sequences are demon- 
strated for each type of arrhythmia in a highly effective series of 
schematic line drawings. Rich attention is paid to symptoms, 
physical signs, treatment and prognosis. Of valuable help in the 
clinical area is the chapter on bedside diagnosis of cardiac 
arrhythmias and conduction defects. Another valuable section 
explains the role of emotions in producing disorders of cardiac 
rate. 


In this new book you'll find helpful chapters on: Normal Anat- 
omy and Physiology—A Blueprint of Disturbances of Rhythm 
and Conduction—Abnormal Rhythms Arising From the S-A Node 
—Ectopic Rhythms Arising From the Atrial Muscle—Ectopic 
Rhythms Arising From the A-V Node—Wandering Pacemaker— 
Alternations of the Associated With Surgery— 
Enzyme Elevati iated With Cardiac Arrhythmias—etc. 


By Exsor Corpay, M.D., F.A.C.P., F.A.C.C., F.C.C.P., Assistant Clinical Professor 

of Medicine, School of Medicine, University of California, Los ; and Davip 
Ww. Irvinc, M.D., Clinical Assistant, School of Medicine, University of California, 
Los — ‘About 384 pages, 634” x 9%", with about 216 illustrations. About 
$9.00. New—Ready October! 


Order Today--—— 
W. B. SAUNDERS COMPANY, West Washington Square, Philadelphia 5 


Please send and charge my account: 


Ind, 


GP-9-61 


About $7.00 


C) Dripps, Eckenhoff & Vand 
(J Tenney & Little—Clinical Obstetrics 
(CD Corday & Irving—Disturbances of Heart Rate, Rhythm & Conduction... 


About $9.00 
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ers.”” And in the chapter on forceps delivery: ‘‘In- 
telligent expectancy should still be the guide for the 
general practitioner . . . the specialist must do some- 
thing to reduce puerperal morbidity.”” However, the 
book will be valuable to any family physician doing 
obstetrics. — BERNARD HARPOLE, M.D. 


Diabetes Mellitus. 

By E. T. Bell, M.p. Pp. 67. Price, $3.75. Charles C 

Thomas, Springfield, Ill., 1960. 

THIS REPORT of 2,529 necropsies in diabetes mellitus 
cases is presented in a 67-page book. It contains 23 
tables as well as eight black-and-white and two 
color plates showing important pathologic condi- 
tions. 

The title may be deceptive as it suggests a com- 
pendium of the entire subject. However, possible 
confusion is cleared by an introductory statement 
that the book reports pathologic observations. 

The findings are well analyzed and the tables are 
more informative than many pages of text. This 
book has definite interest for general practitioners 
because it gives a statistical account of pathology 
that may be expected in diabetes. 

— DONALD H. KASsT, M.D. 


Lose Weight and Live. 

By Robert P. Goldman. Pp. 240. Price, $3.95. Doubleday 

& Company, Inc., New York, 1961. 
NO FAMILY PHYSICIAN spends a single day in his 
office without dispensing advice on weight control. 
This little book gives the personal experience of one 
of America’s most prominent science writers—the 
problems he faced at 206 lb. and the success he has 
achieved at 162 lb., without diet lists, without count- 
ing calories, without pills and capsules and without 
abstinence from desserts, cocktails and goodies. ~ 

The technique of a physician who is 20 per cent 
overweight in treating a patient who is 10 per cent 
overweight is a mystery to physicians who are not 
overweight. It must be a wonderful exercise in 
semantics, or at least in the philosophy of “‘Do as I 
tell you, not as I do.” For physicians with this prob- 
lem, Lose Weight and Live will be of personal benefit. 
Its principal value, however, is as a loan volume to 
patients who have the motivation to diet and who 
seek perception into their problem. 
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Mr. Goldman does not pose as an expert in 
dietetics but he quotes many. He says, ““There is no 
mystery to my story. There are no miracle diets, no 
magic formulae, no endless munching of special 
foods. While losing weight I ate just about every- 
thing. I still do.” 

Lose Weight and Live is a story bound to entrance 
those with the overweight problem. It is a keen 
analysis of the basic problems of the obese. Nothing 
succeeds like success. This is what Bob Goldman 
demonstrates. —J.§S. DETAR, M.D. 


French’s Index of Differential Diagnosis. 

8th ed. Edited by Arthur H. Douthwaite, M.p. Pp. 1,111. 

Price, $24. Williams & Wilkins Company, Baltimore, 

1960. 

THE EIGHTH EDITION of this familiar work is the 
first complete revision in six years. During that time, 
many new diseases and diagnostic methods have 
appeared. However, the book emphasizes ‘‘bedside 
diagnosis,”’ giving prominence to signs and symptoms 
elicited by history and physical examination. Refer- 
ence to laboratory procedures is secondary. 

The organization of the book is first alphabetic. 
As with a thesaurus one must turn to the index at 
the back to find the topic desired. Listed under the 
major signs or symptoms, in appropriate subdivi- 
sions, are all the disorders in which the given mani- 
festation may occur. Explanatory notes describe 
accompanying factors that differentiate one condi- 
tion from another. Although disease entities appear 
in the index, the book’s purpose is to suggest a 
diagnosis from a feature of the disease. Hence, it is 
best to search by manifestations, such as “‘lymphatic 
enlargement” and “insomnia.” 

The. book includes many illustrations, most of 
which are obviously retained from the 1912 edition. 
Photographs of skin diseases and some of the roent- 
genograms are enlightening. The others picture such 
advanced forms of disease that they arrest attention 
but add nothing to comprehension of the text. 

The book can probably be of some value in a 
large medical library. I find it confusing to use. If 
the physician approaches a diagnostic problem with 
an initial working hypothesis, he can better pursue 
his diagnosis in a medical textbook giving differential 
considerations. — DANIEL M. ROGERS, M.D. 
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Helps you 3 
take the misery out of menopause 


as hormones alone often don’t do 


Fast-acting Milprem directly relieves 
both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses Many physicians find that estrogen therapy is 

with one-week rest periods; during the rest 

periods, Miltown alone can sustain the patient. not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 


po aon orgy (meprobamate) + conjugated dread may make her so miserable that it 

Supplied: Milprem-400, each coated pink tablet becomes a real clinical problem. 

contains 400 mg. Miltown and 0.4 mg. conjugated as ° 

estrogens (equine). Milprem-200, each coated This is where Milprem helps you so much. It 

old-rose tablet contains 200 mg. Miltown calms the woman’s anxiety and tension: pre- 

and 0.4 mg. conjugated estrogens (equine). va 9 

Both potencies in bottles of 60. vents moody ups and downs; relieves her 

Literature and samples on request. insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 


® ® therapy alone. And your counsel and your 
Mil rem assurances can now help her make her 
adjustment much faster. 


(Miltown® plus natural estrogens) 


WALLACE LABORATORIES / Cranbury, N. J. 
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Practitioner’s Bookshelf 


Also Received 


ALTHOUGH GP endeavors to publish as many reviews 
of books as possible, space will not permit the review 
of all books received from publishers. 


The Adrenal Circulation. 
By R. G. Harrison, p.m. and M. J. Hoey. Pp. 77. Price, 
$5.50. Charles C Thomas, Springfield, Ill., 1960. 


Anatomy and Physiology for Radiographers. 
By C. K. Warrick. Pp. 265. Price, $7. Williams & 
Wilkins Company, Baltimore, 1960. 


Antisera, Toxoids, Vaccines and Tuberculins in 
Prophylaxis and Treatment. 
5th ed. By H. J. Parish, M.p. and D. A. Cannon, M.D. 
Pp. 287. Price, $8.50. Williams & Wilkins Company, 
Baltimore, 1961. 


An Atlas of Pain Patterns. 
By L. A. Smith, m.p. and others. Pp. 54. Price, $12.50. 
Charles C Thomas, Springfield, Ill., 1961. 


Handbook of Haematological and Blood Transfusion 
Technique. 
By J. W. Delaney. Pp. 311. Price, $9. Butterworth & 
Co., Lid., London, 1960. 


Henry Stanley Plummer. 
By Frederick A. Willius, M.D. Pp. 71. Price, $4.50. 
Charles C Thomas, Springfield, Ill., 1961. 


Home Care. 
By David Littauer, M.p., I. Jerome Flance, M.D. and 
Albert F. Wessen, PH.D. Pp. 110. Price, $2.75. American 
Hospital Association, Chicago, 1961. 


Kernicterus and Its Importance in Cerebral Palsy. 
The American Academy for Cerebral Palsy. Pp. 306. 
Price, $8.75. Charles C Thomas, Springfield, Ill., 1961. 


Molecular Genetics and Human Disease. 
Edited by Lytt I. Gardner, M.D. Pp. 297. Price, $11.50. 
Charles C Thomas, Springfield, Ill., 1961. 


Optics. 
By Kenneth N. Ogle, PH.D. Pp. 265. Price, $8.75. Charles- 


C Thomas, Springfield, Ill., 1961. 


The Practical Application of Medical and Dental Hypnosis. 
By Milton H. Erickson, M.D., Seymour Hershman, M.D. 
and Irving I. Secter, D.p.s. Pp. 470. Price, $12.50. 
The Julian Press, Inc., New York, 1961. 


Radiopaque Diagnostic Agents. 
By Peter K. Knoefel, m.p. Pp. 157. Price, $6.75. Charles 
C Thomas, Springfield, Ill., 1961. 


Recent Advances in Renal Disease. 
Edited by M. D. Milne. Pp. 254. Price, $5. J. B. Lippin- 
cott Company, Philadelphia, 1961. 
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For helpful guidance 
in providing your 
patients with 
immediate relief from 
symptomatic pain 
and discomfort! 


Just Published! New 2nd Edition 
Modell RELIEF OF SYMPTOMS 


As you well know, doctor, the patient experiencing pain and 
discomfort looks to his physician for immediate relief from his 
discomfort—often before a diagnosis is made and a program 
of definitive treatment is established. Your ability to make 
your patient comfortable quickly and effectively can often do 
much to increase his confidence in you and in his willingness 
to accept your program of treatment in its entirety. In addition, 
it can often change an emergency patient into a regular one. 


This popular book is a practical and authoritative guide to 
the management of symptomatic pain and discomfort. It dis- 
cusses the clinical use of drugs in the relief of pain and dis- 
comfort arising from pathological conditions. E mphasis is on 
the relief of pain and not on therapeutics. Written in an in- 
formal and interesting style by Walter Modell, M.D., the re- 
nowned author and well known editor of CLINICAL 
PHARMACOLOGY AND THERAPEUTICS, this well 
organized book describes the cause, composition and treat- 
ment of 27 specific symptoms—each in a separate chapter. 
These include well over 95% of those symptoms which bring 
patients to the doctor’s office. 
WALTER M.D., F.A.C.P., Director of Clinical and 
Associate Professor ‘of Pharmacology, Cornell University Med ical College, 
me N.Y. Just published. 2nd edition, 374 pages, 6%" x 942". Price, 


$11.50. 
Order on 30 Day Approval From 


The Cc. V. Mosby Company 


3207 Washington Bivd., St. Louis 3, Mo. . 
| accept your offer to examine a copy of the 2nd edition of Modell, 
RELIEF OF SYMPTOMS priced at $11.50, on 30 day approval without 
charge or obligation. If remittance is enclosed with this this order, pub- 
lisher pays the mailing charge. 

Charge my account 
Open a new account for me 
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4 essential actions in 
one Rx: to bring most 
hypertensive patients 


under control 


CENTRAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibit or 
block the outflow of sympathetic 
vasopressor substances. In addition, 
Ser-Ap-Es improves cerebral vascular 
tone. 


SERPASIL® (reserpine cIBA) 

ApRESOLINE® hydrochloride (hydralazine 
hydrochloride c1pa) 

(hydrochlorothiazide 


RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es increases renal blood flow, 
thereby halting or reversing the is- 
chemic process in advancing hyper- 
tension. The increase in urine volume 
and sodium and chloride excretion 
which occurs with Ser-Ap-Es also 
benefits the hypertensive patient. 
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Most hypertensive 
patients need more 
than one drug, but 
most hypertensive 
patients need only 


one Rx... Ser-Ap-Es 


SUMMIT- NEW JERSEY 


CARDIAC ACTION OF SER-AP-ES: VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on | Ser-Ap-Es opposes the action of 
the hypertensive heart; diastole is pro- _ pressor substances on the vasculature. 
longed, and there is a decrease in both In addition, Ser-Ap-Es makes the vas- 
heart rate and cardiac output—which _culature less responsive to circulating 
combine to ease the strain on the over- _ vasopressor amines and more respon- 
worked myocardium. - sive to the antipressor components of 
the combination tablet. 


Supplied: Ser-Ap-Es Tablets, each cantaining 0.1 mg. Serpasil, 25 mg. Apresoline hydrochlo- 
ride, and 15 mg. Esidrix. For complete information about Ser-Ap-Es (including dosage, cau- 
tions, and side effects), see current Physicians’ Desk Reference or write CIBA, Summit, N. J. 
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other 


CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: 1 to 2 drops (3 to 6 mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day—divided 
into four doses. 


Sinusitis 
urethritis 


infections 


antibiotic therapy witll 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @ 


PRECAUTIONS — As with other antibiotics, pecLomyci mi 
occasionally give rise to glossitis, stomatitis, proctitis, 1aused, 
diarrhea, vaginitis or dermatitis. A photodynamic react on 
sunlight has been observed in a few patients on DECLO {YCIN 
Although reversible by discontinuing therapy, patients «hould 
avoid exposure to intense sunlight. If adverse reaction 0 idio- 
syncrasy occurs, discontinue medication. 


Overgrowth of nonsusceptible organisms is a possibilit' with 
DECLOMYCIN, as with other antibiotics, and demands tht the 
patient be kept under constant observation. 
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en added measure of protection 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


against relapse—up to 6 days’ activity on 4 days’ dosage 


against secondary infection—sustained high activity levels 


against “problem” pathogens—positive broad-spectrum antibiosis 
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Magi during hospitalization and 
throughout convalescence 


SUSTAGEN 


Complete therapeutic nutriment 


to supply all or part of the 


patient’s nutritional requirements 


in the hospital... 

By the time a patient reaches the hospital —what- 
ever his illness—undernourishment is sometimes 
a complicating factor. To overcome the problem, 
Sustagen offers a therapeutic diet of carefully con- 
trolled, essential nutrients!.?— ideal for tube feed- 
ing,' palatable in beverage form.? This diet helps 
promote good nutrition, hasten convalescence.!* 


in the home... 

The convalescent who continues to receive 
Sustagen at home is more likely to hold or in- 
crease his nutritional gains. Each glassful you 
specify adds 390 calories to his diet, including 
23.5 Gm. protein, 3.5 Gm. fat, and 66.5 Gm. 
carbohydrate— plus important quantities of all 
essential vitamins and minerals. 


references 


(1) Pareira, M. D., et al.: J.A.M.A. 156:810-816 (Oct. 30) 1954. 
(2) Winkelstein, A.: Am. J. Gastroenterol. 27:45-52 (Jan.) 1957. 
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The messages on the following four page 
have appeared in leading national magazine. 


annotinees 


In May, Mead Johnson’ Laboratories began publishing in lay magazines a 
series of public messages of the type appearing on the following pages. Others 
will appear frequently in the future. 


The theme of the campaign is, “Your physician is many things to many 
people.” It presents the vital but less familiar aspects of the physician's work 
and tife—his varied roles such as confidant, scientist, student, educator, de- 
ciston maker. 


With this‘series, we hope to strengthen the nO relationship 
through increased’ public understanding of the doctor and the diversity of 
roles he performs in American life today. Concurrently, we wish to focus 
attention on the fact that the system allowing free choice of physician is the 
key to continued excellence in medical care. 


Some critics of the medical profession, through ignorance or self-interest, 

"shave at times painted a distorted picture of the physician. This has misled 
the unwary and created confusion in the minds of others. Such misconcep- 
_tions may, if not corrected, hinder the progress of free medicine and work to 
the detriment of physician and patient alike: 


In accordance with out established policy of keeping the medical profession 
informed about Company activities:of medical interest, we published the 
first message in this series in medical journals before it appeared in lay pub- 

_ lications, The following pages contain the original message-plus others that 
have:appeared im ‘the past few months. Subsequent messages will be brought 
to your attention in medical journals prior to their publication elsewhere. 


We should like to acknowledge the advice and counsel of the American 
Medical Association in the developmen: of these messages. 


Louis F Rittelmeyer, 
Vice President, Medical. Director 
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your physician is many 


things to many people 


The practice of medicine is a unique thing. 


It makes more demands on the doctor than most of the 
rest of us ever experience in our jobs...and it places the 
ultimate burden of life and death on him if he fails to 
perform each of his roles properly. 


Take, for instance, just a few of his duties. He must be... 


A SCIENTIST...who applies complex scientific knowledge 
of disease to highly variable, unpredictable human beings. 


AN EDUCATOR ... whose subject is health and disease —life 
itself, whose classroom is anywhere he is, and whose 
pupils are patients whose life and health depend on his 
“getting his subject across.” 


A CONFIDANT. ..the only outsider to whom we confide so 
much or from whom we seek such important advice. 


A STUDENT...who completes the longest, most rigorous 
education and training of all, yet can never stop learn- 
ing if he is to keep up with new medical discoveries. 


A DECISION MAKER ...who must make vital decisions affect- 
ing the life and well-being of you and your entire family. 


Is it any wonder that medical practice is a personal serv- 
ice of greater than average importance to all of us? Is it 
any wonder that it demands the highest standards of 
professional conduct and competence? 


The practice of medicine is truly the ultimate in one 
human being’s service to another...the sort of service 
you must be able to choose—and change—freely to fit 
your own needs. It is the kind of service relationship 
which requires respect and confidence and the kind of 
individualized attention which cannot possibly be 
reduced to legislated regimentation. 


First of a series of messages about your physician presented 
asa public service by Mead Johnson Laboratories, manu- 
facturers of nutritional and pharmaceutical products 
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your physician is many things to many people CONFIDANT 


SECOND OF A SERIES 


’ 
can't tell 
The practice of medicine is a personal 


th l S to thing. It is based on one of the most 


9° intimate relationships a 


ad I ] y O he el se human ever experiences 


... that between physician and patient. We tell our physician 


things about ourselves that we would tell no other person, 
save possibly a pastor or a most intimate relative. We seek 


from him—and accept—advice concerning the most basic 


parts of our lives: health practices, living habits, personal 
relationships. Is it any wonder, then, that medical care is 
considered by all of us as such a special service? It is a close, 
personal relationship between physician and patient which 
is based on skill, respect and trust. And it is a tribute to 
our system of free enterprise that patients can freely c:ioose 
their own doctor—the man who will make some of the 


most important decisions of their lives. 
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your physician is many things to many people... 


THIRD OF A SERIES 


your doctor 
puts science at 
The practice of medicine is a the service 


unique thing. It requires of 

the physician a degree of technical and f 

scientific competence which we do not O your 
demand of any other person from whom h ] h 
we seek service in our personal lives. Ca t 
The physician must truly be a scientist versed not only in 
the complexity of the body’s functions and ailments, but 
also in the application of that knowledge in the face of 


thousands of variables represented by the diversity of the 
human race itself. 


SCIENTIST 


And the stakes are high. They are health, and life itself... 
your health and life, or those of your loved ones. 


Is it any wonder that medical practice is a personal service 
of greater than normal concern to all of us? It is an intimate 
relationship based on trust, respect, and confidence. It, more 
than any other service relationship, requires that you have 
completely unfettered opportunity to choose your doctor 
freely. It, more than any other service relationship, requires 
the type of individualized, personal attention which cannot 
possibly be reduced to punch-card precision or survive 
impersonal regimentation. 
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your physician is many things to many people STUDENT 


FOURTH OF A SERIES 


The practice of medicine is a unique thing. It requires of 
the physician one of the longest educational training programs 
to be undergone by anyone in any field of endeavor. 


What's more, the studying does not stop when he finally receives 
his diploma and license. ‘To remain even modestly well informed 
about the flood of new discoveries being made in the field 
of medicine, the physician must continue to be a student for 
as long as he practices...studying medical journals, 
attending medical meetings, reading new technical books. 

(For instance, in the past year there were 738 


wl 1y you T articles dealing with new medical discoveries and 


techniques published in the Journal of the 


doc {c I NEVEYLT American Medical Association alone.) Everyone 


has to stay up to date with his job to remain 
effective. Physicians are not unique 
stops in that. But the stakes are higher if a physician 
= fails to keep abreast of his field. The stakes are health 


le and tite itsetf...your health and life. 


Is it any wonder that medical practice is considered by all of us 

as something more than a routine service? It is a close, personal 
relationship between physician and patient which is based on trust, 
respect, and confidence. It is a relationship which demands the 
continuing study and the high standards of professional competence 
which have long been the hallmark of the medical profession. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


MEAD JOHNSON LABORATORIES, A DIVISION OF MEAD JOHNSON & COMPANY ¢ MANUFACTURERS OF NUTRITIONAL AND PHARMACEUTICAL PRODUCTS 


4 
4, A 
By 
Ma A HU fh. ry 
eEOO 


when menstrual cramps disrupt her schedule 


myo- Es -vascular relaxant 


\ 


acts directly on the myometrium 
to relieve painful uterine spasm 
or hypermotility 


In a double-blind study,’ 79 per cent of the 
patients treated with VASODILAN were 
relieved of severe menstrual pain. 


VASODILAN relieves menstrual cramps by 
direct, non-hormonal? action, and without 
disturbing normal menstrual rhythm or 
flow.!2 


There are no contraindications to the use of 
VASODILAN with other therapies.” 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


Isoxsuprine hydrochloride, Mead Johnson 


Contraindications: There are no known contraindications 
to oral administration of VASODILAN in recommended 
doses. 


Caution: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. Paren- 
teral administration is not recommended in the presence 
of hypotension or tachycardia. Intravenous administra- 
tion is not recommended because of the increased likeli- 
hood of side effects. 


Side effects: Few side effects occur when given in recom- 
mended oral doses. Occasional palpitation and dizziness 
can usually be controlled by dosage adjustment. Single 
intramuscular doses of 10 mg. or more may result in 
hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 
tablets) three or four times daily, 24 to 72 hours prior to 
expected onset of menstruation. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./ce.) for intramuscular use, boxes of 6. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Relief of Primary Dysmenorrhea with Isoxsuprine, Clin. 
Med. 8:512-514 (March) 1961. (2) Voulgaris, D. M.: Dys- 
menorrhea: Cramps or Psyche?, Scientific Exhibit, Am. 
Acad. G.P, Philadelphia, March 21-24, 1960. arenes 
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MULTIPLE PUNCTURE 


VACCINATOR 


Mono-Vacc is virtually painless, non- 


frightening, and well accepted by child and 


* NO “NEEDLE FEAR” OR STRUGGLING 
MONO-VACC 
parent. 


FOR SMALLPOX VACCINATION 


Squeeze vaccine from 
capillary tube onto 
points until vaccine 
wells up to cover tips 
of all 9 points. 


Slip loaded Mono-Vacc 
firmly onto thumb so 
the points protrude from 
the volar surface. 


Make skin taut; place 
fingers of hand with 
Mono-Vacc on medial 
side of upper arm; press 
Mono-Vacc firmly into 
lateral aspect of del- 
toid area only once. 
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SMALLER, COSMETICALLY SUPERIOR SCAR 


Mean size .36 cm with Mono-Vacc compared 
to .6 cm with conventional method. 


HIGHER PERCENTAGE OF “TAKES” 


97.7% with Mono-Vacc in previously unvac- 
cinated infants. 


QUICK, CONVENIENT, DISPOSABLE 
Eliminates needle aiming and is rapidly ad- 
ministered by physician or nurse. Discarded 
after use. 

1. Kravitz, H.; PEDIATRICS, Feb., 1961, Vol. 27, P. 219-226. 


Available: Boxes of 12 sterile units. 


*Trade Mark Applied For See package insert before using. 


For Mono-Vacc literature, just fill in coupon and 
return. 


LINCOLN LABORATORIES, INC. 1 
Decatur, Illinois 


Degree 


City. _Zone___State 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 
osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.””* 


Indications and dosages 


Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 

uide: Large joint, 20 to 80 mg.; me- 
ium joint, 10 to 40 mg.; small joint, 
4 to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 


Precautions 


Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few mon’ 
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Depo-Medrol 40 mg. per cc. 
Each ce. contains: 
Medrol (methylprednisolone) 


Polyethylene glycol 4000 ... 29 mg. 
Sodium chloride ........... 8.7 mg. 
Myristyl-gamma-picolinium 

Water for injection ........ q.s. 
Supplied: 1 cc. and 5 cc. vials 
20 mg. per cc. 


Each cc. contains: 
Medrol (methylprednisolone) 


mg. 
Polyethylene glycol 4000 ... 29.6 mg. 


ium chloride ........... 8.9 mg. 
Myristyl-g; picolini 
0.19 mg. 


Water for injection ........ q.s. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
"Trademark, Reg. U. S. Pat. Of. 
methylprednisolone acetate, Upjohn 


The Upjohn Company, Kalamazoo, Michigan 


relief 
within 
hours... 
lasting 
for 
weeks 


Depo- 
Medrol 


intra- 
articularly 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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It takes so little to trigger an asthmatic attack... 


it takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 


difficult patients Each MARAX tablet contains: ATARAX® (hydroxyzine HCl) 10 mg.—an 
antihistaminic tranquilizer beneficial in bronchial asthma and allergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 

—for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 
Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.’ 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 


Usual adult dosage: One tablet 2 


to 4 times daily. Full prescription 
: information on request. Supplied: 
Bottles of 100 light blue, scored 
‘2 tablets. Prescription only. 
i References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
: lergy, in press. 3. Shaftel, H. E.: 
Clin. Med. 7:1841 (Sept.) 1960. 
New York 17, N. Y. 
; Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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him his daily tablet of Ul 


effective 24-hour sulfa activity with a single dose 


+ economical, convenient—helps preclude omitted doses...lets patient sleep through the night - rapid 
absorption, slow excretion — provides dependable bacteriostasis in urinary tract and other infections caused 
by sulfonamide-sensitive organisms - low dosage, high solubility—reduces the possibility of crystalluria 
Indications: Gram-negative and gram-positive infections such as urinary tract, respiratory, and soft-tissue infections and 
bacillary dysenteries. Note: When prescribing MIDICEL, physicians should be guided by the usual precautions observed with 
other sulfonamides and bear in mind the nature of side effects commonly associated with these agents. See medical 
brochure for details of administration, precautions, and dosage. Supplied: MIDICEL (3-sulfanilamido-6-methoxypyridazine) 
is available as quarter-scored tablets of 0.5 Gm., in bottles of 24, 100, and 1,000. seast 
and for children... Midicel Acety! Suspension (N'-acetyl sulfamethoxypyridazine, Parke-Davie) | PARKE- DAVIS | 
+ delectable butterscotch flavor + only one dose a day. Contains equivalent of 50 mg, ——————_____ 
Midicel per cc.; in 4-oz. bottles. 
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In summer respiratory allergies, 


the treatment problem is to 
relieve congestion. Valuable as 
antihistamines are against 
sneezing, itchy, weeping eyes and 
rhinorrhea, they are less effective 
against nasal congestion.' 


Novahistine provides more than 
simple antihistaminic effect. 

It shrinks congested mucous 
membranes (nasal, pharyngeal, 
laryngeal, conjunctival), opens up 


® 


air passages, promotes sinus 
drainage, and helps prevent 
mouth breathing. 


NOVAHISTINE LP TABLETS 


8 to 12 hour relief with a single adult dose of 2 tablets. 
Each tablet contains 25 mg. phenylephrine HCI 

(a vasoconstrictor that does not increase pulse rate) 
and 4 mg. chlorprophenpyridamine maleate (a potent, 
well-tolerated antihistamine). 


NOVAHISTINE ELIXIR 


exceptionally palatable liquid that children like to take. 
Each 5 ml. teaspoonful contains 5 mg. phenylephrine 
HCI and 2 mg. chlorprophenpyridamine maleate. 


1. Beckman, H.: Pharmacology: The Nature, Action and 
Use of Drugs, 2nd Ed. W. B. Saunders Company, 
Philadelphia and London, 1961, p. 673. 


PITMAN-MOORE COMPANY 


Division of The Dow Chemical Company 
Indianapolis 6, Indiana 
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Like oil on outlets... 


Formula 


DONNATAL TABLETS 

DONNATAL CAPSULES | 

DONNATAL ELIXIR (per 5 cc.) 
Hyoscyamine Sulfate......0.1037 mg. 
Atropine Sulfate ............0.0194 mg. 
Hyoscine Hydrobromide..0.0065 mg. 
Phenobarbital (% gr.).... 16.2 mg. 


DONNATAL EXTENTABS® 
(Extended Action Tablets) 
Each Extentab (equiva- 
lent to 3 Tablets) pro- 
vides sustained 1-tablet 
effects...evenly, for 10 to 
12 hours — all day or ali 
night on a single dose. 


DONNATAL 


provides superior spasmolysis [Robins] | 


through provision of natural belladonna 
alkaloids in optimal ratio, with phenobarbital 


A.H. ROBINS CO.,INC., RICHMOND 20, VA. 
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The Dieter 


and his special need for nutrition while reducing calories 


Unappetizing meals and simple fatigue from 
inadequate nourishment can discourage pati- 
ents from staying with a weight-control diet. 

Fresh-flavor Carnation Instant Nonfat Dry 
Milk provides all the protein, calcium, and 
B-vitamins of fresh, whole milk...with less 
than half the calories. 

For 25% more of these needed nutrients: 
Carnation Instant can be mixed over-strength 
by adding 1 cup extra crystals per quart. 
Less than 105 calories per 8-ounce glass, this 
enriched nonfat milk is one-fourth richer in 


calcium, protein, and B-vitamins than ordinary 
nonfat milk. It tastes delicious, with a richer 
flavor they'll enjoy. And even mixed over- 
strength, it costs only 12¢ a quart. 
For complete details 
about LOW CALORIE DIETS 
USING CARNATION INSTANT 
and a tear-out pad of fold- 
ers for patients, simply 
write to Carnation Com- 
pany, Dept. L-91, Los 
Angeles 19, California. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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illness 
calls for. 


antibiotic action 


+ 
a a 


ORAL SUSPENSION 


BICILLIN 


Benzathine Penicillin G, Wyeth 


for children with penicillin-susceptible infections 


e pleasant, cherry or custard flavor assures ready acceptance 

e resists gastric destruction—high percentage of BICILLIN reaches duodenum 
where absorption occurs 

e in hemolytic streptococcal infections—300,000 units every 6 to 8 hours 


Cherry flavor—300,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 
Custard flavor—150,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 


For further information on limitations, administration, and prescribing of BICILLIN, see descriptive: 
literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa 


CHILDHOOD 
ILLNESS 
CALLS FOR | 
PENICILLIN 


Triacetyloleandomycin, Wyeth 


~ 


effective oral antibiotic for skin and soft tissue infections 


e destroys most gram-positive pathogens, including certain staphylococci resistant 
to other antibiotics 
e reduces risk of diarrhea and gastrointestinal superinfection 
e dosage flexibility provided by capsules and suspension 
Oral Suspension: 125 mg. per teaspoonful, bottles of 2 fl. oz. 
Capsules: 125 mg. and 250 mg., vials of 36. Ve 
® 


For further information on limitations, administration and prescribing of CYCLAMYCIN, see 
descriptive literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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CALL ON THIS 
PENICILLIN - 
FOR PROMPT, 
POTENT 
ANTIBIOTIC 
ACTION 


Liquid: Penicillin V Potassium for Oral Solution, Wyeth 
Tablets: Penicillin V Potassium, Wyeth 


produces high penicillin blood levels 


* easy-to-take Tablets or Liquid 

readily absorbed from the GI tract 

avoids pain, bother, and risk of injections 
palatable and well tolerated 

for all infections responsive to oral penicillin 

and for some usually requiring parenteral penicillin 
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A potent oral penicillin 
for high therapeutic efficacy 


You can prescribe FeNeVeEE K for any and al! in- 
feetions caused by penicillin-susceptible organisms. 
It is a reliable and predictable antibiotic. Demon- 
strable blood levels océur within 15 minutes after 
ingestion: peak blood levels within 30 minutes. 
PEN+VEE K is markedly effective for treatment anc 
prophylaxis of common bacterial infections, including 
hemolytic streptococeal infeetions, certain staphylo- 
coccal infections, and pneumococcal and gonococcal 
infections. 


Serum concentrations— 
oral and parenteral penicillin 


Penicillin units 
per milliliter serum 


0%% 1 2 3 4 a 
Hours after administration 
penicillin ¥, 280 mg. (400,000 units)—one tablet. Average of 40 


fasting subjects * 
Procaine penieiitin G (690,000 enits)— one injection. Average of 10 subjects.* 


Palatabie, convenient, well tolerated 


PENs VEE K is palatable, convenient (tablet or 
and well tolerated. These factors encourage 
- -good patient cooperation, which helps promote rapid 
-Tecovery. 


References: 1. Peck, F.B., Jr., and Griffith, R.S.: 
Antibioties Annuai 1957-58, Medical Encyclopedia, 
Inc., p. 1004. 2. White; A-C., et al.: Antibiotics 
Annual 1955-56, Medical Encyclopedia, Inc., p. 490. 


For further information on limitations, administra- Si 
fion, arid prescribing of PENe VEE K, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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AN ACADEMY OFFICER’S PROFILE... 


Affable Minnesotan 
on Board of Directors 


MINNESOTA’S affable Dr. Herman E. Drill is one 
of the three new members of the Academy’s 
Board of Directors. 

His election to the Board is only the latest in 
a long line of Academy posts. He was a member 
of the Committee on the Scientific Assembly from 
1957 to 1959; chairman of the Subcommittee on 
Scientific Exhibits in 1958; chairman of the Com- 
mittee on the Scientific Assembly the following 
year for the San Francisco meeting, and from 
1956 to 1961 was a delegate from Minnesota to 
the Academy’s Congress of Delegates. 

The leadership talents of Dr. Drill have been 
much utilized, beginning with his role as presi- 
dent of the Hennepin County component chap- 
ter in 1952. He has since been a delegate to the 
Minnesota State Medical Association, president 
of the Hennepin County Medical Society, presi- 
dent of the Minnesota Academy of General 
Practice and president of the Minnesota Medical 
Alumni Association. 

For eight years, he served on the Board of 
Trustees of the Minnesota Medical Foundation 
and was president from 1958 to 1960. At the 
same time he was president of the Hennepin 
County Tuberculosis Association, and has been a 
member of that association’s Board of Directors 
since 1935. 

A native Minnesotan, Dr. Drill was born 
February 27, 1904 to Herman H. (now deceased) 
and Bertha Drill in Courtland. His mother is 
now age 84. 

Dr. Drill attended Carleton College, and the 
University of Minnesota, where he received his 
bachelor degrees. After attaining his M.D. degree 
in 1929 at Minnesota, Dr. Drill took a year’s 
internship at Minneapolis General Hospital. The 
next year he entered general practice in Battle 
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Lake. Since 1931, he has been engaged in both 
general and industrial practice in Hopkins, a 
neighboring municipality of Minneapolis. 

While at Minnesota, Dr. Drill was a varsity 
player on the Golden Gophers’ football squad. 
At that time he acquired the nickname of “Tiny,” 
a handle which has survived among his countless 
friends these many years. 

In 1927, Dr. Drill married Violet C. Amund- 
son. They have two sons, Frederick, who is an 
orthopedic surgeon, and David, a resident in 
medicine at Minneapolis General. A daughter, 
Mrs. Hermine Cline, is a student at the Univer- 
sity of Colorado. 

Currently, Dr. Drill is affiliated with Minne- 
apolis’ Abbott Hospital, where he is a member of 
the executive committee, and with Methodist 
Hospital, St. Louis Park. He is a fellow of the 
Industrial Medical Association, a member of the 
Minnesota Academy of Medicine and a charter 
member of the Minnesota Academy of Occupa- 
tional Medicine and Surgery. 

Aside from his many professional duties, Dr. 
Drill holds several civic jobs, including that of 
health officer for the city of Hopkins, and mem- 
ber of the Hopkins Chamber of Commerce. 

In addition to his medical and civic interests, 
Dr. Drill belongs to the Albert Pike Lodge, AF 
and AM, is an active member of the Hopkins 
Rotary Club and a member of Zuhrah Temple 
Shrine. Dr. Drill attends Westminster Presby- 
terian Church in Minneapolis. 

He also maintains active membership in Sigma 
Delta Psi, an honorary national athletic fra- 
ternity. When he finds time for leisure, Dr. Drill 
vacations in the Minnesota lake and forest area, 
where he is able to enjoy his favorite sports, 
hunting and fishing. 
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News 


Las Vegas Offers Fabulous Setting for 14th Annual Scientific Assembly 


AAGP Plans Well-Balanced Program for April 9-12, 1962 in Convention Center 


A WELL-BALANCED PROGRAM, spiced with noted 
personalities and a provocative closing presenta- 
tion on undetected murder, will comprise the 
Academy’s 14th Annual Scientific Assembly 
April 9-12, 1962 in Las Vegas, Nev. 

Returning to the Great Southwest, this will be 
the Academy’s first Assembly in this interna- 
tionally-known entertainment capital. One of the 
city’s biggest assets is its magnificent new (April, 
1959) Convention Center which will house the 
scientific program and the scientific and tech- 
nical exhibits. 

The $6.5 million center, located on four-lane 
Paradise Valley Road, is only minutes away from 
the airport, the Strip and famous downtown Fre- 
mont Street. Situated on 47 acres of land, the 
Convention Center covers 734 acres and is a fifth 
of a mile long. The Exhibit Hall alone contains 
90,000 square feet. The floor of the auditorium 
under the aluminum dome is 162 feet in diameter 
with a seating capacity of 8,500. 

Las Vegas offers 12 resort hotels, 35 com- 
mercial hotels and 250 motels with more than 
13,000 air conditioned rooms. 

Engineering the four day program will be Dr. 
Bernard Harpole of Portland, Ore., chairman of 
the Committee on Scientific Assembly. (See story 
on page 215 concerning Dr. Harpole.) Dr. Eugene 
W. Peters of Cleveland, Ohio, will head the Sub- 
committee on Scientific Exhibits. * 

Dr. Harpole reports that the entire opening 
afternoon program will be earmarked for a 
symposium on geriatrics. Tuesday morning will 
be devoted to gynecology, with surgery and or- 
thopedics in the afternoon. 

Subjects for Wednesday include pediatrics, 
gastroenterology and endocrinology. The Thurs- 
day finale will feature ‘‘Death with Dignity” and 
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two other intriguing presentations: ‘‘Avoiding 
Malpractice Suits” and ‘‘Undetected Murder.” 

Two Academy members—Dr. John Ely of 
Opportunity, Wash., and Dr. John Paul Lindsay 
of New York City—will team up with an out- 
standing guest faculty. Among the guest speak- 
ers will be Dr. John W. Walsh of Washington, 
D.C., who made national headlines last Novem- 
ber when he delivered John F. Kennedy, Jr. The 
noted San Francisco lawyer, Melvin M. Belli, 
will add an extra-professional touch. 

At deadline time, several speakers were yet to 
be confirmed. Following is the day-by-day pro- 
gram listing those speakers who have already 
accepted: 


Las Vegas Convention Center— Within a three- to five- 
minute driving range of spacious air conditioned hotels and 
motels, this Convention Center provides the perfect setting for 
the 14th Annual Scientific Assembly. 
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MARION 
LABORATORIES 


For prompt and continued 
relief of cold symptoms, 
including headache, fever, 
sinus congestion, myalgia, 
non-productive cough and 
sore throat. 


Contains the preferred antitussive 
NOSCAPINE, the expectorant GLYC- 
ERYL GUAIACOLATE, the deconges- 
tant PHENYLPROPANOLAMINE HCI, 
and the analgesic ACETAMINOPHEN. 


Available now in either tablets or 
suspension. 


MARION 
Laboratories, Inc., Kansas City, Missouri 


MONDAY, April 9 


1:30—- 3:00 P.M. GERIATRICS SYMPOSIUM 

A. How to Start Growing Old 

B. The Emotional Needs of the Elderly 
Dr. EwaALD W. BussE, Durham, 
N.C. 

C. Medicinal Needs of the Elderly 

PANEL ON GERIATRIC PROBLEMS 

Moderator—Dr. JOHN C. ELy, Oppor- 

tunity, Wash. 


TUESDAY, April 10 


9:00— 9:30 a.m. A Second Look at Caesarean Section 
Dr. IVAN LANGLEY, Portland, Ore. 
9:30-10:00 a.m. Prenatal Complaints 
Dr. JOHN W. WALSH, Washington, 
D.C. 
11:00-11:30 a.m. The Pelvic Exam 
11:30-12:00 m The Vaginal Approach to Pelvic Surgery 
Dr. ROBERT N. RUTHERFORD, Seattle, 
Wash. 


* 1:30- 3:00 P.M. ORTHOPEDIC SYMPOSIUM 


(Continued in next column) 


Hoover Dam— Many members may want to take a side trip 
to Hoover (Boulder) Dam, after the Assembly. Located only 
30 miles from the resort center of Las Vegas, it forms a bridge 
for U.S. Highways 93 and 4.66, two of the main cross-country 
highways. The highest structure of its kind in the world, the 
dam backs up the turbulent Colorado River to form Lake 
Mead, the largest man-made lake in the world, between 
Arizona and Nevada. 


/ 
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Interior Setting—The striking architecture of the new Las Vegas 
Convention Center is revealed in this shot of the grand foyer. The 
carpeted promenade completely encircles the main rotunda at the 
left. At the rear, center, is the entrance to a cocktail lounge and 
at right are seen the huge sliding doors that open into the 90,000 


square foot exhibit area. 


A. Shoulder-Arm Syndrome 
Dr. Henry A. SOFIELD, Oak Park, 
Ill. 

B. The Patient with Backache 
Dr. Percy GIRARD, Dallas, Tex. 


4:00— 4:30 P.M. 


B. Arterial Emergencies 

Dr. GEZA DE TAKATs, Chicago, IIl. 
C. Venous Malfunctions 

Dr. JOHN M. COLEMAN, Chicago, III. 
Current Concepts in Diabetes 
Dr. JAMES B. DONALDSON, Philadel- 


C. Foot Problems 
4:00— 4:30 p.m. Preoperative Diagnosis of Acute Ap- phia, Pa. | 

pendicitis 4:30- 5:00 p.m. Medical vs. Surgical Management of 

Dr. ALLEN M. BoyDEn, Portland, Ore. Thyroid | 
4:30— 5:00 p.m. The Diagnosis and Early Treatment of Dr. WALTER L. GEORGE, Cleveland, | 


Facial Injuries 
Dr. EDWARD N. HAMACHER, Spokane, 
Wash. 


Ohio 


THURSDAY, April 12 


9:00-10:00 A.M. DEATH WITH DIGNITY PANEL 

Moderator—Dr. 

WEDNESDAY, April 11 PAUL LINDSAY 
9:00— 9:30 a.m. The Allergic Child Panelists—REV. GERALD KELLY, 8.J., ' 
Dr. LAWRENCE HALPIN, Cedar Rapids, St. Mary’s, Kan. | 
Ta. Dr. JoHN CLINE, San Francisco, Calif. | 

9:30-10:00 am. Sudden Death in Infants 11:00-11:30 a.m. How to Avoid Malpractice Suits 

Dr. JAMEs B. AREY, Philadelphia, Pa. MELVIN M. BELLI, San Francisco, | 
11:00-12:00 m. Come What May? Calif. | 
1:30— 3:00 P.M. PERIPHERAL VASCULAR DISORDERS 11:30-12:00 m. Undetected Murder 


A. Thrombolysis and Anticoagulants 
Dr. WILLIAM T. FoLey, New York 


(Continued in next column) 


On Lake Mead—Formed by Hoover Dam, Lake Mead has 
550 miles of shore line and is the largest artificial lake in the 
world. Only a half hour drive from Las Vegas, it is the scene 
of swimming, boating, fishing, water skiing or just relaxing 
in the sun. 


Outdoor Recreation—In addition to the glamour of its famed 
resort hotels and entertainment, Las Vegas boasts of desert scenery 


and romantic trails to captivate the hearts of outdoorsmen. 
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Dr. THEODORE J. CURPHEY, Los 
Angeles, Calif. 
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...motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not sacri- 
fice needed power. This is important. For, only 
ample x-ray output will assure you exposure 
speed sufficient to overcome common motion- 
blurring problems. The Patrician combination 
provides this and more in every detail for radiog- 
raphy and fluoroscopy. For example: full-size 
81” tilting table . . . independent tubestand . . . 
counterbalanced (not counterpoised) fluoroscopic 
screen or spot-film device . . . fine focus x-ray tube 
.. . fluoroscopic shutter-limiting device to confine 


Progress 's Our Most Important Product 
GENERAL ELECTRIC 


radiation to screen area .. . automatic x-ray 
tube overload protection. 

Ask about renting: Through the G-E Maxi- 
service® plan, you can have this complete Pa- 
trician “200,” plus maintenance, parts, tubes, in- 
surance, and paid-up local taxes — all wrapped- 
up by a modest monthly fee. Details available 
from your G-E x-ray representative. Or clip 
coupon below. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room F-91 


Send me: () Patrician bulletin 
0 Maxiservice bulletin 


NAME 
ADDRESS 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


REP. EMANUEL CELLER (D-N.Y.), one of the few 
members of Congress who openly espouses com- 
pulsory national health insurance, is seeking 
retribution against hospitals that make member- 
ship in the local medical society one of the pre- 
requisites for staff privileges. 

The congressman represents a Brooklyn dis- 
trict in which there is continuing friction between 
certain hospitals and physicians who are affiliated 
with some types of prepayment medical care 
plans. In a number of instances these doctors are 
not members of American Medical Association 
or their state or local societies. 

A bill (HR 8097) which Representative Celler 
introduced in July would strip tax exemption 
from any hospital which “fails or refuses to ac- 
cord to any duly licensed doctor of medicine the 
equal privileges of its facilities on the grounds 
that such doctor does not belong to a duly con- 
stituted county, city, state or national medical 
association or society.” 


Hospital Planning Manual 

A comparatively brief, yet comprehensive, 
manual that can be of inestimable value to 
physicians who are thinking of establishing hos- 
pitals in their communities has been published by 
U.S. Public Health Service. It is entitled “‘Area-_ 
wide Planning for Hospitals and Related Health 
Facilities.” American Hospital Association col- 
laborated with USPHS in the report, based on 
findings and recommendations of a 15-member 
joint committee. 

Single copies of the 56-page guidebook (Public 
Health Service Publication No. 855) will be sup- 
plied free upon request to U.S. Public Health 
Service, Dept. of Health, Education and Welfare, 
Washington 25, D.C. 
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Chapters and subsections in the publication 
give the fundamentals of sound local planning, 
describe suggested relationships with helpful 
organizations, tell what data are needed and how 
to obtain them, how to calculate bed needs, etc. 

George Bugbee, president of Health Informa- 
tion Foundation of New York City, was chairman 
of the 15-member joint committee which devel- 
oped the guidelines and principles. 


Rising SBA Volume 


Physicians and dentists in private solo prac- 
tice, group practice clinics, proprietary hospitals 
and nursing homes are depending in steadily 
increasing degree upon the federal government 
for financial aid in procuring equipment and 
improving physical facilities. 

This is indicated by the rising volume of assist- 
ance provided this year by Small Business Admin- 
istration. In May, the latest month for which fig- 
ures were available at press time, SBA made loans 
ranging as high as $266,000 to operated-for-profit 
health service enterprises all over the country. 

Some of the larger loans were these: South 
Baldwin Clinic, Foley, Ala., $134,000; Boron 
(Calif.) Community Hospital, $266,000; Abbey 
Medical Center and Hospital, Miami, Fla., 
$25,000; Fronk Clinic, Honolulu, $100,000; 
Okanogan (Wash.) Health Center, $42,000. 

Loans to private practitioners ranged from 
$7,000 to $15,000. 


Medical Post Changes 


Following are some of the recent changes in 
medical posts in the nation’s capital, many of 
which bear directly or indirectly on various 
problems of private practice at one time or 
another: 

Dr. Robert E. Riederer is new chief of profes- 
sional training in the Department of Medicine 
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RAMSES* prophylactics— 
to prevent re-infection in 
vaginal trichomoniasis. 


Confirming the views of many others,’* 
Romney* has recently pointed out that 
Trichomonas may be harbored asympto- 
matically in the male and transmitted 
to the female to produce a resistant 
vaginitis ; and that ‘‘... therapy which 
is directed solely towards the female 
patient is unrealistic and ineffectual.’’ 
For this reason, the husband’s coopera- 
tion must be enlisted in order to end 
this cycle of infection and re-infection. 


Husbands appreciate 
RAMSES, 

the prophylactic with 
“built-in” sensitivity. 


The exquisite sensibility preserved by 
this tissue-thin, natural gum-rubber 
sheath of amazing strength and solid 
clinical reliability places RAMSES 
almost out of human awareness. Without 
imposition or deprivation for the sake 

of cure, the routine use of RAMSES 
with ‘‘built-in’’ sensitivity is readily 
adopted, even by the husband who fears 
loss of sensation. 


1, Karnaky, K. J.: South. M. J. 51:925 
(July) 1958. 


2. Giorlando, S. W., and Brandt, M. L.: 
Am. J. Obst. & Gynec. 76:666 (Sept.) 1958, 


3. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 


4, Romney, 8. L.: M. Se. 8:235 (Aug. 25) 1960, 


JULIUS SCHMID, INC. 
493 West 55th Street 
New York 19, N.Y. 


P R O PHYLAC T I C S RAMSES is a registered trade-mark of Julius Schmid, Inc. 
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and Surgery, Veterans Administration. A native 
Kansan, he had been in private practice in Olathe 
since 1946, when he was separated from naval 
service. 

Dr. Hilliard D. Estes has been transferred to 
Federal Aviation Agency Headquarters in Wash- 
ington to head the environmental health division. 
Formerly he was in charge of FAA’s aeromedical 
research institute in Norman, Okla. 

Col. Charles H. Moseley is newly appointed 
executive secretary of the Armed Forces Epi- 
demiological Board. The board is composed of 
civilian physicians and scientists who advise the 
military on research in infectious diseases and 
injuries. 


Also see AMA Washington Report, page 235. 


Member Harpole Earns Portland’s Praise 
For Aiding Police in Critical Incident 


A FAMILY DOCTOR has earned the city-wide 
thanks and admiration of the citizens of his 
hometown, Portland, Ore. The physician is the 
Academy’s own Dr. Bernard P. Harpole. 

The circumstances leading up to Dr. Har- 
pole’s act of courage and quick thinking took 
place late in May. Dr. Harpole succeeded in per- 
suading a mentally-disturbed youth to take four 
Nembutal pills by telling him they were head-~ 
ache pills of a new type. At the time, the youth 
was holding a pistol to the head of a hostage 
while asking the police to shoot him. . 

For two hours, this distraught 18-year-old 
youth held a loaded .38 revolver, threatening a 
hostage in a downtown store, while frightened 
clerks and customers looked on. The efforts of 
police and family to get the young man to put 
down the gun only aggravated him. The sister 
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then told the police 
that her brother had 
been under treatment 
for headache by Dr. 
Harpole. She also re- 
vealed that her broth- 
er had failed to take 


Bernard P. Harpole, M.D. 
Academy Member Harpole 
earned the role of hero and 
the commendation of the city 
of Portland, Ore. for help- 
ing police take an armed 
youngster into custody with- 
out a shot being fired. 


his medicine, as pre- 
scribed. 

The police called Dr. Harpole and he arrived 
immediately. Dr. Harpole approached the youth 
and offered him four ‘“‘headache”’ pills of a new 
type. The youth willingly took them. 

Within eight minutes the youth began to 
waver. Then Dr. Harpole offered to listen to his 
heart with a stethoscope. While the young man’s 
attention was focused on the stethoscope, the 
hostage batted the gun away from his head and 
the police grabbed the youth. 

The patient then was taken to the hospital 
where Dr. Harpole pumped his stomach. When 
his condition permitted, the youth was trans- 
ferred to another hospital where he was placed 
under police guard. 

Following the incident, Portland Police Chief 
David H. Johnson personally and publicly 
thanked Dr. Harpole for making it possible to 
take an armed youngster into custody without a 
shot being fired. 

Said Chief Johnson, ‘““The officers found them- 
selves in an extremely critical situation ... our 
need for the right kind of help was desperate. Dr. 
Harpole’s quick response is indicative of the help 
we can anticipate from the medical profession . . . 
it is very assuring to know that they are on our 
team.” 

The local press, The Portland Reporter and 
The Oregonian, joined in editorial praise. Said 
the Oregonian, ‘“‘We have seen an emergency 
handled with commendable coolheadedness and 
dispatch.” 

Portlanders who rapped the medical profes- 
sion because a doctor could not be found to ren- 
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whenever digitalis 
is indicated 
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der prompt treatment in a recent city accident, 
were reminded in the editorial that they should 
be equally quick to offer their praise in this 
instance. 

“Dr. Bernard P. Harpole ran grave risks, both 
to his personal safety and to his professional 
standing, should his efforts have been less suc- 
cessful than they were,” read the editorial. ‘““But 
he willingly took his chances, putting his duty 
to try to save human life above all other con- 
siderations. He is a credit to his profession.” 

The Academy looks with pride upon Member 
Harpole who has long been a leader in its behalf. 
Whatever he sets out to do, he does well. Mem- 
bers will recall his outstanding job as chairman 
of the State Officers’ Conference in Kansas City 
where he presided as an Indian chief. 

Members likewise look forward confidently to 
the 1962 Scientific Assembly in Las Vegas where, 
as chairman of the Committee on Scientific 
Assembly, he will be in charge of the program. 


Candidates for 1962 Mead Johnson Awards 
Must Make Application Before December 1 


THE APPLICATION DEADLINE for the 1962 Mead 
Johnson General Practice Scholarship Awards 
has been moved up to December 1, 1961. 

The Academy’s Mead Johnson Scholarship 
Award Committee, which is now headed by Dr. 
Elmer Ridgeway, Jr. of Oklahoma City, Okla., 
also announces that a limit of 75 has been placed 
on the number of applicants. From the first 
eligible 75 candidates, the 20 winners for 1962 
will be selected. 

Interns, first-year general practice residents or 
military officers who have had no other residency 
training are eligible to apply for one of the $1,000 
awards to aid them in completing one year of 
training in an approved general practice resi- 
dency. 

Twenty such awards will be given to physi- 
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cians entering general practice residency training 
in July, 1962. 

Applications must be submitted before De- 
cember 1 to the American Academy of General 
Practice, Volker Boulevard at Brookside, Kansas 
City 12, Mo. 

For the third consecutive year, a series of tests 
covering personality, achievement and interest— 
in broad fields and specifically in the area of 
medicine—will. be given to help determine the 
top 20. 

The winners will be selected by the AAGP 
committee in February and the names will be 
announced in April during the Academy’s 14th 
Annual Scientific Assembly in Las Vegas. 

In addition to Chairman Ridgeway, the com- 
mittee is composed of Drs. Ernest B. Flake, 
Shreveport, La.; Reginald F. DeWitt, Plymouth, 
N.H.; Carl A. Walvoord, Omaha, Neb.; John E. 


Catholic Hospital Association Exhibitor—The Academy’s 
Commission on Hospitals maintained a booth during CHA’s 
recent annual meeting in Detroit, Mich. Dr. John Milligan 
(seated), chairman of the commission, is joined by Academy 
Member Francis Rhoades of Detroit in manning the exhibit. 
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Foster, Foley, Ala., and Sherman A. Thomas, 
Washington, D.C. 

Qualifications for the 1962 candidates are: 

1. Approved internship, first-year general prac- 
tice residency, or military service to be completed 
before July, 1962; 

2. Satisfactory scholastic attainment; 

3. United States citizenship and intention to 
enter the general practice of medicine in the 
United States; 

4. Need of financial assistance to continue 
training. 

Candidates must submit a formal application, 
accompanied by a 4 x 6 inch commercial photo- 
graph, to the committee and must have been 
accepted in an approved general practice resi- 
dency to begin next summer. 

To complete each application, in addition to 
the test results, the committee will obtain an 
endorsement from an Academy member, a recom- 
mendation from the dean of the medical school 
from which the candidate was graduated and a 
letter of endorsement from the chairman of the 
intern committee, the chief of the general prac- 
tice residency or the commanding officer in mili- 
tary service—whichever applies to the candi- 
date’s status. 


Many Canadian General Practitioners 
Favor College Fellowship Category 


THE CANADIAN COLLEGE of General Practice has 
moved a step closer to establishing fellowships as 
an additional category of membership. 
_ At its recent annual meeting in Vancouver, 
college leaders divulged that more than 2,000 of 
its members were canvassed for an opinion on the 
merits of establishing fellowships. Nearly 1,000 
members replied to the questionnaire and a ma- 
jority of them favored the plan. 

In the draft plan, the requirements for candi- 
dates include a minimum of two years’ hospital 
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training—the first year a rotating internship and 
the second a residency in general practice—as 
well as presentation of 30 representative case 
histories, a medical audit of home, office and 
hospital practice and written and oral examina- 
tions covering clinical pathology, social and pre- 
ventive medicine, obstetrics and gynecology, 
surgery and medicine (including pediatrics). 
The questionnaire revealed some interesting 
information about opinion on the plan among age 
groups within the college. The following table 
indicates opinion for and against the plan by age 
groups, by years of practice and by communities: 


Per Cent in Per Cent 
Age Group Favor Opposed 
20-35 years 18.5 8 
36-50 years 34 17 
Over 50 17 5.5 
Years of Per Cent in Per Cent 
Practice Favor Opposed 
1-5 years 12 6.5 
5-15 years 30 15.5 
Over 15 years 26 10 

Per Cent in Per Cent 
Communities Favor Opposed 
Under 10,000 73 27 
10,000-100,000 68 32 
100,000—900,000 69 31 
Over 900,000 51 49 


CANADIAN PRESIDENTS STRESS EDUCATION 


Dr. Murray Fraser, who retired as president of 
the Canadian college at the Vancouver meeting, 
called upon his organization to set its future 
course within the realm of its objective—en- 
couraging continuing education of the general 
practitioner. He believes this can best be carried 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
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out through a School of 
Postgraduate Medical 
Studies and he encour- 
aged the college to sup- 
port such a movement. 

Dr. E. C. McCoy, 
the newly-installed 
president, likewise 
spoke on the necessity 
of postgraduate study. 
Commenting on his re- 
cent trips to Australia 
and New Zealand where 
he visited their respec- 
tive colleges of general 
practice, Dr. MeCoy 
said he thought their 
weakness was in not 
making postgraduate study mandatory for con- 
tinued membership. 


Dr. Murray Fraser 

In his parting role as 
president of the Canadian 
College of General Prac- 
tice, Dr. Fraser encouraged 
continuing education of 
the general practitioner. 


DEAN AWARE OF PROBLEM 


Recognizing the need to interest more students 
in general practice, Dr. J. F. McCreary, dean of 
medicine at the University of British Columbia, 
proposed greater participation by the general 
practitioner in formal education. 

Dr. McCreary told the Canadian college mem- 
bers that while 70 per cent of incoming students 
intended to become general practitioners and 30 
per cent specialists, the proportions were re- 
versed by graduation time. 

He said he has no doubt the change was due to 
students having little or no contact with general 
practitioners in four years of medicine. Being in 
contact only with specialists, “‘it is not really 
surprising that four years of such brain-washing 
modifies the aims of the undergraduate,” he 
added. 

The first step to correct this ‘‘must be to bring 
the general practitioner into contact with the 
undergraduate student” in a favorable light as 
part of the teaching program. 


GP September 1961 


Dean McCreary said the most important step 
to this end is through preceptorship programs 
under which students spend two to six weeks in 
constant contact with general practitioners whom 
they see in an attractive role. 


AAGP PRESIDENT SPEAKS 


The sentiments voiced by the Canadian presi- 
dents, past and present, and the medical school 
dean were further stressed by Dr. John G. Walsh, 
the retiring AAGP president, who was a special 
guest at the meeting. 

Dr. Walsh suggested that it was time to nudge 
the pendulum of medical progress toward em- 
phasis on more and better formal training for 
general practice. 

He said that definitely there must be greater 
efforts directed at producing more family doctors. 


Chicago Bank Sets Up Loan Program 
For Recent Medical Graduates in Area 


A NEW LOAN PROGRAM to help recent medical 
school graduates set up practice has been or- 
ganized by the Continental Illinois National 
Bank and Trust Co. in Chicago. Limited to doc- 
tors setting up practice in five Chicago-area 
counties, the program is already being studied by 
other U.S. banks. ~. 

Recognizing that ‘initial expenses are heavier 
for a physician than for other professionals, the 
bank lends money for his office and examining 
room equipment, rent, utilities, salaries for re- 
ceptionist or nurse, medical society fees, moving 
costs and living expenses. The physician may 
also borrow money to repay a loan needed to 
complete his education. 

Any recent graduate who meets the bank’s 
normal credit requirements and who is a member 
of his county society is eligible for a loan. Assisted 
by a bank staff member, the physician determines 
the amount of loan funds needed and may bor- 
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Corticosteroid-Ataractic 


for more effective treatment of allergic 


disorders “Excellent results were obtained 
with the prednisolone-hydroxyzine 
combination in a greater proportion 
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ATARAXOID IN BRIEF Araraxon contains the 
glucocorticoid, prednisolone, and the ataractic 
agent, hydroxyzine. ADVANTAGES: ATaraxomw 
combines the tension-relieving effects of hydroxy- 
zine with the anti-inflammatory action of predni- 
solone, a well-established corticosteroid, for supe- 
rior control without unexpected side effects. Owing 
to the lessening of the anxiety component, there is 
often an enhanced response to prednisolone, per- 
mitting significant reduction in the steroid dosage 
required to provide relief. INDICATIONS: Those 
conditions amenable to steroid therapy in which 
anxiety and other emotional factors are associated ; 
allergic/inflammatory diseases of the skin and eyes, 
chronic bronchial asthma, severe hay fever, and 
other allergic states ; rheumatoid arthritis ; collagen 
diseases and related conditions; and other muscu- 
loskeletal disorders (myositis, fibrositis, bursitis, 
etc.). ADMINISTRATION AND DOSAGE: 
ATARAXOID dosage varies with individual response. 
Clinical experience suggests the following daily 
dosage: Initial therapy —4-6 Ataraxorp 5.0 Tab- 
lets. Maintenance—1-4 Araraxow 5.0 Tablets or 
2-8 Araraxow 2.5 Tablets. After initial suppres- 
sive therapy, gradual reduction of prednisolone 
dosage should begin and continue until the small- 
est effective dose is reached. Prescribe in divided 
doses, after meals and at bedtime. SIDE EFFECTS: 
Prednisolone may produce all of the side effects 
common to other corticosteroids. As with other 
corticosteroids, insomnia, mild hirsutism, moon- 
face and sodium retention have occurred. Osteo- 
porosis may develop after long-term corticosteroid 
therapy. PRECAUTIONS AND CONTRAINDI- 
CATIONS: Usual corticosteroid precautions should 
be observed. Incidence of peptic ulcer may increase 
on long-term prednisolone therapy. However, ther- 
apy has often been maintained for long periods 
without adverse effects. Contraindicated in infec- 
tious disease including active tuberculosis (except 
under close supervision), peptic ulcer, certain in- 
fections of the cornea, such as dendritic keratitis, 
superficial punctate keratitis, epidemic keratocon- 
junctivitis, and in patients with emotional insta- 
bility. Caution is indicated in the treatment of 
diabetic patients and patients with severe cardio- 
vascular disease, and in some cases sodium restric- 
tion and potassium supplementation must be con- 
sidered. SUPPLIED: As green, scored ATARAXOID 
5.0 Tablets, containing 5 mg. prednisolone and 10 
mg. hydroxyzine hydrochloride and blue, scored. 
Araraxow 2.5 Tablets, containing 2.5 mg. predni- 
solone and 10 mg. nydroxyzine hydrochloride. 


More detailed professional information available 
on request. 


1. Brown, E. B., and Seideman, T.: J. Allergy 
29:80, Jan., 1958. 
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row all or any part of the loan funds available to 
him within six months after the account is 
opened. 

Charges for interest and processing begin when 
he first borrows from his account, but repayment 
is deferred to six months from the date the loan 
account is set up. Interest rates are 34 of 1 per 
cent monthly on the unpaid balance, and mini- 
mum monthly payments are equal to 1/20th of 
the full amount of the loan plus interest and 
processing charges. 


Comprehensive Voluntary Insurance Plan 
Being Developed by California Medical 


A COMPREHENSIVE VOLUNTARY health insurance 
plan, covering 90 per cent of the health-care costs 
of the average family is being developed by the 
California Medical Association. 

According to Dr. Paul D. Foster of Los 
Angeles, president of the CMA, the plan may be 
available within two years at a cost of $24 a 
month. 

It is hoped that the plan will work on a “‘seg- 
mented” basis, Dr. Foster said, to supplement 
existing health insurance programs now carried 
by about 72 per cent of all Californians. 

Under a “segmented approach” new insurance 
policies would be developed that would bring 
existing programs up to comprehensive levels, 
ideally covering 90 per cent of a patient’s costs. 
Coverage will include hospitalization, medical 
services, health checkups, laboratory fees and 
some psychiatric care. 

The CMA president said there is no reason 
the plan could not continue to cover policy hold- 
ers after they reach 65. The plan has been submit- 
ted by the medical society’s Bureau of Research 
and Planning to private insurance companies. 

Dr. Foster felt that such a plan extended na- 
tionally could end public pressure for more ex- 
tensive government-financed health care. 
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A report of 
nutrition teaching 
in elementary textbooks 


Leading educators believe that nutrition education 
should start in the early grades. A good three-quarters 
of both principals and teachers who think 

their students do not get three balanced meals 

say breakfast is most apt to be neglected.* A recent study 
made by educational consultants found in 

34 elementary health textbooks that among other 
breakfasts, a basic cereal breakfast appeared in the majority 
of textbooks examined. The majority of textbooks 
examined included breakfast teaching ideas based on 
the Iowa Breakfast Studies.** The Iowa Breakfast Study 
of School Boys demonstrated that students worked 
better and the majority of them had a definitely 

better attitude and a better scholastic record 


when a good breakfast was eaten. 


*A Study of the Teaching of Nutrition in the Public Schools 
Published by Cereal Institute, Inc., January, 1952 


**A Summary of the Iowa Breakfast Studies 
Published by Cereal Institute, Inc., May, 1957 


“CEREALS A 


CEREAL INSTITUTE, INC. 
135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted 
to the betterment of national nutrition 
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Medical News in Small Doses: 


ACADEMY MEMBER C. J. McDonald of Sioux Falls 
is the new president of South Dakota State Med- 
ical Association . . . The First National Congress 
on Medical Quackery will be held October 6-7 in 
Washington, D.C. under the sponsorship of the 
Food and Drug Administration and American 
Medical Association . .. Dr. E. C. McCoy is the 
new president of the College of General Practice 
of Canada, succeeding Dr. F. Murray Fraser. Dr. 
Irwin Bean of Regina is president-elect . . . Acad- 
emy Board Chairman Julius Michaelson was a 
guest moderator at the recent 12th annual meeting 
of Alabama Heart Association in Montgomery. 
The panelists for the discussion on ‘What We 
Know About Heart Disease” were Drs. W. B. 
Frommeyer, Jr., assistant dean of Medical College 
of Alabama; Edgar Hull, associate dean at LSU 
Medical] College, and J. Willis Hurst, professor of 
medicine at Emory University Medical College 
... During the annual meeting of Connecticut 
State Medical Society, Dr. Isadore S. Goldberg, 
Academy member from Torrington, was elected 
treasurer ... Academy Member Gradie R. 
Rowntree of Louisville, Ky. was recently in- 
stalled as president of the Industrial Medical 
Association. Dr. Rowntree has served three 
years on the organization’s Executive Committee 
and twice on its Board of Directors ... Former 
dean of the University of Vermont College of 
Medicine, Dr. George A. Wolf, Jr., became execu- 


tive director of the Tufts-New England Medical 


Center on September 1 ... The medical pro- 
fession received more than $731 million from the 
74 nationwide Blue Shield Plans for care ren- 
dered members in 1960. This represented an 
all-time high for a one-year period ... Of the 
600,000 total in human lives lost during the Civil 
War, almost 100,000 more Northerners than 
Southerners died in the conflict, according to a 
study made on the subject. 
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Ultrasound reduces edema and promotes cir- 
culation, encouraging more rapid healing of 
acute injuries. Burdick’s UT-400 delivers both 
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dicated, the heating effect can be reduced by 
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mechanical effect of the ultrasound energy. 
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TEMPOTRIAD 


psycho-kinetic activator 


TEMPOTRIAD offers a practical approach Available as a scored tablet or 
palatable fruit-flavored liquid. 
Each TEMPOTRIAD tablet or 5 
exhaustion in those patients where an cc liquid contains: d-Ampheta- 
mine sulfate 2.5 mg.; pentylen- 
etetrazol 100 mg.; caffeine 
TEMPOTRIAD fills a therapeutic void by anhydrous 100 mg. 


Consult literature and dosage 
information available on re- 
lift for the lethargic patient. quest before prescribing. 


to alleviate ‘chronic fatigue’ or emotional 


underlying pathology has been excluded. 


providing a mild, rapid and predictable 


-\ Smith, Miller & Patch, 1 
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News from the State Chapters 


FACULTY MEMBERS from University of Oregon 
Medical School, Portland, were the speakers at 
Nevada chapter’s recent annual meeting held in 
Reno. There were 180 physicians in attendance. 

The guest faculty speakers were Drs. William 
W. Krippehne, associate professor of surgery; 
John A. Benson, Jr., associate professor of medi- 
cine and head of the Division of Gastroenter- 
ology; Ralph C. Benson, professor and chairman 
of the Department of Obstetrics and Gynecology; 
William M. Clark, Jr., associate professor of 
pediatrics, and Herbert E. Griswold, professor 
of medicine and head of the Division of Cardio- 
vascular Renal Diseases. 

On Saturday, May 20, last day of the 3-day 
session, the chapter held its business meeting. 
Dr. Robert F. Biglin of Reno was installed as 
president. The new president-elect is Dr. Verlyn 
E. Elliott; secretary-treasurer is Dr. John M. 
Watson, and the delegates are Drs. Frank C. 
Stokes and Robert V. Broadbent. (See cut.) 

Because the Academy is holding its 14th an- 
nual Scientific Assembly next April 9-12 in Las 
Vegas, the Nevada chapter has not scheduled a 
meeting for 1962. 

@ This month the Wisconsin chapter will hold 
its 13th annual scientific meeting. The meeting 
will be held on the 18th and 19th at Milwaukee 
Auditorium. There will be no registration fee. 

Dr. Norbert G. Bauch, chairman of the pro- 
gram committee, announces the following topics 
for the program: Basic Principles of Respiratory~ 
Physiology; Chronic Chest Disease of Children; 
Results and Comments of the Maternal Mortal- 
ity Study; Blood Fractions in Clinical Medicine; 
Practical Endocrinology; Opportunities for Gen- 
eral Practitioners To Detect Cancer of the Colon 
and Rectum; Hypnosis in Obstetrics, and Be- 
havior Problems in Children. 

Distinguished lecturers on the program include 
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Drs. Forrest Bird, Palm Springs; Alex J. Steig- 
man, Louisville, Ky.; Emerson Day, New York; 
and Edgar End, John R. Evrard, William W. 
Engstrom and Robert Purtell, all of Milwaukee. 

The chapter’s Congress of Delegates will con- 

vene on Sunday, September 17 at 7:00 P.M. at 
the Schroeder Hotel. The annual banquet will 
be held Monday evening in the Empire Room of 
the hotel. 
e@ A capacity crowd of 400 Minnesota members 
attended the chapter’s annual spring banquet, 
May 22, at the Lowry Hotel in St. Paul. The 
banquet was held during the Minnesota State 
Medical Association meeting. (See cuts.) 

At the banquet, Dr. Charles J. Beck received 
the Minnesota chapter’s merit award for his work 
in educational seminars. The award was pre- 
sented to Dr. Beck by Dr. Franklin H. Dickson, 
president of the chapter. For the past six years, 
the honoree has headed the Minnesota Commit- 
tee on Education, which played a large part in 


Nevada Leaders—Sianding, left to right in the front row, are 
Drs. Robert V. Broadbent, delegate; Robert F. Biglin, 
president; John M. Watson, secretary-treasurer, and Verlyn 
E. Elliott, president-elect. Behind them are Drs. Roy M. 
Peters (left), immediate past president, and Frank C. Stokes, 
delegate. 
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ELECTROCARDIOGRAPH | 


Transistorizing condenses big power and 
performance into a 5 cm recording 
instrument ...in a unit only 114x7%x 
6% inches, weighing just over 17 lbs., 
hardly more than a bowling ball. 

Ideal for office, hospital and house calls. 


High rejection-ratio minimizes AC 
interference. Audible-visual heart signal 
monitoring (first on any ecg), 

lifetime guarantee on stylus burnout 

(a Beck-Lee exclusive), and 

convenient one-hand operation. Choice of 
single or 2-speed models. 


ON THE ENTIRE INSTRUMENT 
AND ALL ACCESSORIES 


Ask for demonstration in your own office, no obligation. . 


BECK-LEE Corporation 


Dept. GP 461, 630 W. Jackson Blvd; Chicago 6, USA. 
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helping the chapter to win the AAGP member- 
ship award this year. Membership has risen from 
700 to over 900 members in the last two years. 
(See cut.) 

Another honoree at the banquet, Dr. John P. 
Shultz, was awarded a Mead Johnson award 
scholarship certificate for 1961. After completing 
his military service at the naval recruiting sta- 
tion in Minneapolis, Dr. Shultz is currently 
taking his general practice residency in Ohio. 
(See cut.) 

President Dickson announced to the banquet 
guests that the Minnesota chapter’s Educational 
Loan Fund will make its first student loan this 
fall. This fund, set up by members under the 
auspices of the Minnesota chapter, encourages 
medical students to enter general practice. 

This month, on September 27-28, the Minne- 

sota chapter will hold its annual fall refresher at 
the Hotel Radisson in Minneapolis. On the pre- 
ceding day, September 26, the Congress of 
Delegates will meet. 
@ The New York chapter will hold its 13th aT 
scientific meeting, October 15-18, in New York 
City. Program chairmen are Drs. Samuel Wag- 
reich and William E. F. Werner. 


Capacity Crowd at Annual Spring Banquet—Four hundred 
Minnesota members and wives attended the spring banquet 
at the Hotel Lowry in St. Paul. 


Volume XXIV, Number 3 GP 


with full-size recording 
We 
we 
BECEK-LEE 
: 
| 
~ 


Following the regular meeting, the chapter 
will have its fourth scientific program cruise, 
October 21-November 2. Dr. Seymour Fiske is 
cruise director. 

The cruise will be aboard the Santa Rosa and 


Head Table—Local Arrangements Chairman William H. 
A. Watson (far left) is shown presiding at Minnesota chap- 
ter’s spring banquet. Seated left to right are J. Maxwell 
Adams, D.D., chaplain, Macalester College; Mrs. Adams; 


Dr. Robert B. Potter, MAGP president-elect; Mrs. Potter; 
Dr. Robert B. Howard, dean of the University of Minnesota 
College of Medicine; Mrs. Howard; Dr. Charles C. Cooper, 
Minnesota past president, and Mrs. Cooper. 


Dr. Charles J. Beck Receives Award— President Dickson 
presents the 1960-1961 Merit Award Key and Certificate to 
Dr. Beck (left). 


GP September 1961 


will take the doctors to Caribbean and South 
American ports of call. 

@ Next month, the annual scientific session of 
the Arizona chapter will be held October 12-14 
at the Ramada Inn, Tucson. 


The Other End of the Table—Seated left to right at the 
Minnesota banquet are Dr. Maurice Strauss, president of 
the Ramsey County chapter; Mrs. Strauss; Dr. Herb L. 
Huffington, MAGP secretary; Dr. Herman E. Drill, new 
Academy Board member; Mrs. Drill; Dr. John Shultz, Mead 
Johnson Award winner; Mrs. Shultz; Dr. O. L. Oppegard, 
president of the Minnesota Medical Association; Mrs. 
Oppegard, and President Dickson. 


Mead Johnson Winner Shultz— Dr. John P. Shultz (center) 
and Mrs. Shultz inspect the Mead Johnson award certificate, 
which Minnesota President Franklin Dickson is holding. 
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What's different about 
Heinz’ High Meat Dinners? 


e Heinz’ High Meat Dinners contain 3 times as much 
meat as found in standard meat-and-vegetable 
combinations. Each 434-oz. jar provides 10 grams 
of protein. 

e Balanced nutrition is provided in each variety of 
High Meat Dinners. 

e Heinz’ High Meat Dinners are ideal when extra-rich 
protein menus are desirable. 

e Five flavorful kinds—both Strained and Junior— 
assure ample menu variety: Beef with Vegetables, 
Chicken with Vegetables, Ham with Vegetables, 
Turkey with Vegetables, and Veal with Vegetables. 
© The quality of Heinz Baby Foods is backed by a 92- 
year-old reputation you can trust. 
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News 


Principal speakers are: Drs. Richard W. 

Telinde, professor emeritus of gynecology, Johns 
Hopkins; Waldo E. Nelson, professor of pedia- 
tries, Temple University; Michael DeBakey, 
professor of surgery, Baylor University Medical 
School, and Foster Matchett, assistant professor, 
Department of Orthopedics, University of Colo- 
rado. 
@ Dr. Swift C. Black, president-elect of the 
South Carolina chapter and chairman of the pro- 
gram committee, has announced the speakers for 
his state’s annual meeting to be held October 
12-13 in Clemson. 

In addition to the scientific meeting, a good 
program of entertainment for members and their 
wives is being planned. This will include a pent- 
house party and the annual banquet. 

Members who wish may stay over for the 
Clemson-Wake Forest football game on Satur- 
day, October 14. 

The following physicians will speak: Drs. C. 
Knight Aldrich, psychiatrist, University of Chi- 
cago; Floyd C. Bratt, AAGP president, Roches- 
ter, New York; John Cuttino, president, Medical 
College of South Carolina; E. J. Dennis, Medical 
College of South Carolina; Thomas Fulghum, 
Alcoholics Anonymous, Augusta, Ga.; David B. 
Gregg, Medical College of South Carolina; Julian 
P. Price, AMA Board of Trustees; Robert A. 
Ross, Department of OB-GYN, University of 
North Carolina, and Harry C. Shirkey, Depart- 
ment of Pediatrics, Medical College of Alabama. 


@ Idaho chapter will hold its annual meeting 


September 21-23 in Boise, at Hotel Boise. = 

The guest speakers, Joseph P. Dolan, Ph.D., 
and Drs. Frank W. Crowe, Sanford R. Dietrich 
and David B. Cheek, will speak on various top- 
ics during the first two days of the meeting. 

The last day of the three-day session will be 
devoted to a symposium on trauma, and an all- 
day (8:00 a.m. to 5:00 P.M.) clinic for athletic 
coaches and trainers. The business meeting is 
scheduled for the morning of September 22. 
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The highly effective wide-spectrum local 
antibiotic neomycin is combined in new Neopan 
Cream with soothing, healing pantothenylol 

(as available in Panthoderm Cream). 

Virtually free from sensitization 

or irritation...this esthetic, water-miscible 
cream relieves pain, itching and irritation 

and speeds tissue repair as it prevents 

or controls infection* in... 


pyogenic dermatoses 

secondary cutaneous infections 
infected wounds, burns, external ulcers 
furunculosis impetigo 

folliculitis » herpes simplex 


Each gram of NEOPAN contains: 


NEOMYCIN SULFATE . 5meg. (0.5%) 
(equivalent to 3.5 mg. neomycin base) 


PANTOTHENYLOL .... 20mg. (2%) 
in water-miscible cream base 


supplied: 2 oz. and 1 Ib. jars. 


*systemic anti-infective agents should also be 
used where necessary. 


SAMPLES to the profession upon request. 
u. S. Vitamin & pharmaceutical corp. 


Arlington-Funk Labs., division 
250 East 43rd Street, New York 17, N. Y. 


NEOPAN 


CREAM 


combats skin infection as it soothes 
pain, itching —speeds healing 
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What is Missing 


From 900-Calorie Dietaries? 


MELOZETS* makes almost any weight reduction 
program more complete by providing bulk 
for appetite satisfaction and normal bowel function. 


Melozets has long been recognized as a useful 
and effective adjunct to low-calorie diets in the 
management of obese patients. The rationale is 
a simple one. A wafer or two of Melozets taken 
with a glass of water before meals supplies bulk 
as a mechanical means to overcome the empty, 
gnawing feeling to which chronic overeaters so 
easily surrender. Patients find Melozets actually 
helps make dieting easier. 


Especially Valuable with 900-Calorie 
Dietaries—Melozets and the new 900-calorie 
complete dietaries, taken together, can form 
the basis of a highly effective weight reduction 
program for many patients. Melozets is particu- 
larly valuable in such a regimen because it 
helps maintain physiologic balance. Melozets 
acts in much the same way as natural bulk 
foods, tending to encourage normal bowel 
function. Constipation is rarely a problem. 


Supplies Bulk—Melozets provides bulk in 
the form of methylcellulose which passes 
through the gastrointestinal tract in a physio- 
logic manner without interference with normal 
digestion and absorption. It is not absorbed by 
intestinal mucosa, nor broken down by intesti- 


nal enzymes. One wafer of Melozets, taken with 
a glass of water, provides approximately 200 cc. 
of bulk—about one-fifth the content of the 


average stomach. 


Tastes Like Graham Crackers— Patients 
readily accept Melozets as part of the diet be- 
cause it comes in such a convenient and pleas- 
ant-tasting form. The methylcellulose wafers 
are crisp and appetizing. They look and taste 
like graham crackers. Each wafer contains 1.5 
Gm. of methylcellulose in a wheat flour base 
together with sugars, salt and other flavors. One 
wafer is equivalent to 30 calories. 


Suggested Dosage — As an adjuvant in the 
management of obesity, one or two wafers of 
Melozets may be taken before meals or when 
hungry. Not more than eight wafers should be 


taken in any twenty-four hour period. In plan- . 


ning the diet due consideration should be given 
to the caloric value of the wafers. To ensure 
adequate hydration of the methylcellulose, it is 
essential that a full glass of water or some other 
suitable liquid be taken with each wafer. 


Economical to Take—Melozets is supplied 
in one-half pound boxes, each box containing 
approximately 28 wafers. Thus the benefits of 
dieting with Melozets may be realized for only 
a little more than one dollar per week. 


Clinical trial supply promptly 
available on request. 


E CONSUMER PRODUCTS DEPT. 
MERCK & CO., INC. - RAHWAY, NEW JERSEY 
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News 


Continued from page 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


OCTOBER (continued) 

*4: District of Columbia chapter and George Washington 
University Hospital, course in psychiatry for the general 
practitioner, George Washington University Hospital, 
Washington, D.C. (14 hrs.) 

6-8: Florida chapter, annual scientific meeting, Diplomat 
Hotel, Hollywood. 

7: Maine chapter, annual meeting, Portland. 

7-8: Maryland chapter, annual meeting, Tidewater Inn, 
Easton. 

*9: Cook County Graduate School of Medicine, two-week 
course in obstetrics, Chicago, III. 

11-12: Arkansas chapter, annual meeting, LaFayette 
Hotel, Little Rock. 

*11-12: University of Missouri, cancer diagnosis and treat- 
ment demonstration clinics, Columbia. (15 hrs.) 

12-13: South Carolina chapter, annual meeting, Clemson 
Hotel, Clemson. 

12-14: International College of Surgeons, Mid-Atlantic 
Regional Meeting, Traymore Hotel, Atlantic City, N.J. 

12-14: Academy of Psychosomatic Medicine, meeting, 
Emerson Hotel, Baltimore, Md. 

*12-14: Arizona chapter, annual meeting, Ramada Inn, 
Tucson. 

12-14: Georgia chapter, annual meeting, Jekyll Island. ~ 

*14-15: Hawaii chapter, postgraduate seminar, Hilo. (5 
hrs.) 

*15-18: New York chapter, annual meeting, Hotel Statler, 
New York City. (14 hrs.) 

*15-18: California chapter, annual meeting, Statler Hilton 
Hotel, Los Angeles. (13 hrs.) 

*15-18: Texas chapter, annual meeting, Rice Hotel, Hous- 
ton. (12 hrs.) 

*16: Cook County Graduate School of Medicine, two- 
week course in internal medicine, Cook County Gradu- 
ate School of Medicine, Chicago, Ill. 
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*17: Tennessee chapter, course in common gynecologic 
problems and treatment, Memphis. (1 hr.) 

*17-19: Louisiana chapter, annual scientific meeting, Mon- 
teleone Hotel, New Orleans. (11 hrs.) 

*18-19: Hawaii chapter, postgraduate seminar, Honolulu. 
(5 hrs.) 

*18-19: Mecklenburg County (North Carolina) chapter, 
postgraduate seminar, Charlotte. (17 hrs.) 

19-20: Milwaukee County (Wisconsin) Medical Society, 
annual medical conference, Milwaukee. 

19-21: Oregon chapter, annual meeting, Sheraton Port- 
land Hotel, Portland. 

19-21: Southwestern Medical Association, meeting, Tropi- 
cana Hotel, Las Vegas, Nev. 

*21-2: New York chapter, postconvention scientific pro- 
gram cruise to the Caribbean and South America, 
aboard the Santa Rosa. (124 hrs.) 

*23: Cook County Graduate School of Medicine, one-week 
course in gynecology, Chicago, IIl. 

23-27: American College of Chest Physicians, course in 
clinical cardiopulmonary physiology, Sheraton Towers, 
Chicago, IIl. 

*23-28: Pennsylvania chapter, course on OB-GYN, Penn- 
sylvania Hospital, Philadelphia. (44 hrs.) 

*24-25: University of Oregon Medical School, course in 
rheumatology, Portland. (14 hrs.) 

25: Louisiana chapter, course in office procedure, diagnosis 
and treatment of common urologic disease, Baton Rouge 
General Hospital, Baton Rouge. 

*25-27: Tennessee chapter, annual meeting, Hermitage 
Hotel, Nashville. (11 hrs.) 

*26-28: Cleveland (Ohio) chapter and American College 
of Gastroenterology, course on gastroenterology, Shera- 
ton Cleveland Hotel and Cleveland Clinic, Cleveland. 
(17 hrs.) 

*27: Kentucky chapter and the Lexington Clinic, sixth fall 
clinical conference, Lexington Clinic, Lexington. (6 hrs.) 

*29: Neurological Hospital, “The Adolescent Patient,” 
Neurological Hospital, Kansas City, Mo. (25 hrs.) 

*30: Cook County Graduate School of Medicine, one-week 
course in general surgery, Cook County Graduate School 
of Medicine, Chicago, Ill. 

*30: Cook County Graduate School of Medicine, one-week 
course in obstetrics, Cook County Graduate School of 
Medicine, Chicago, Ill. 

30: Philadelphia County (Pennsylvania) Medical Society, 
program on the problems of alcoholism in the practice 
of medicine, College of Physicians, Philadelphia. (3 
hrs.) 

*30-2: Illinois chapter, 14th annual meeting, New Sheraton- 
Chicago Hotel, Chicago. (10 hrs.) 
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hastens healing most dermatoses 
In most of the common dermatoses, infection, inflammation and allergy...either singly or 
in combination...play a critical etiologic role. By virtue of its dual components Sterosan- 
hydrocortisone effectively combats all three factors. As a result, Sterosan-hydrocortisone 
in clinical use effectively brings about healing in 80-90%. of dermatoses!~...is often effective 
in cases of long duration resistant to other topical therapy.24 Available in both cream and 


ointment form, Sterosan-hydrocortisone is light in color...cosmetically acceptable for use 
on exposed areas. 


.; Rocky Mountain M. J. 55:53, 1958. (4) Pace, B. F.: ran 
ti brand of chlorquinaldo!l with hydrocortisone, Cream and Ointment containing 3% of 
Tubes of 5 and 20 Gm. 
Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York Geiny STHS88-61 
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SPOKESMEN for organized medicine and allied 
groups opposed legislation that would provide 
limited health care for the aged under social se- 
curity in hearings before the House Ways and 
Means Committee. 

They favored instead the implementation as 
rapidly as possible of the Kerr-Mills federal-state 
program for providing financial help to the near- 
needy older persons who have difficulty in paying 
for needed hospitalization and medical care. 

At the August 4 close of two weeks of hearings 
on the Administration’s social security-health 
bill (HR 4222), indications were that the com- 
mittee would not act on the legislation this year. 
A showdown is expected in Congress next year. 

Leading witnesses opposed to the Administra- 
tion’s bill included Dr. Leonard W. Larson, 
AMA president; Dr. James A. Blake, represent- 
ing the American Academy of General Practice, 
and Dr. R. B. Robins, AMA trustee and past 
president of the Academy. 

Abraham Ribicoff, secretary of Health, Edu- 
cation and Welfare, and labor union spokesmen 
were the chief witnesses in support of the bill. 
They devoted much of their testimony to attacks 
on the AMA, rather than to discussion of the 
issues of the legislation. 

Ribicoff conceded that the Administration’s 
original estimates of the cost of the legislation 
were too low. In revising the cost estimates up- 
ward, Ribicoff proposed raising the proposed 
taxable wage base from the present $4,800 to 
$5,200. The bill originally called for raising the 
base to $5,000. The social security tax would be 
increased by one-fourth of 1 per cent on both 
employers and employees. 

The health insurance industry testified that 
the Administration’s cost estimates were still too 
low. The industry’s witness, H. Lewis Rietz, said 
a payroll tax of about double the amount asked 
by the Administration would be required to 
finance the scheme. He said the program would 
cost about $2.2 billion a year by 1963. 
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Dr. Blake said the AAGP members “are solidly 
behind the AMA” in opposition to providing 
medical or hospital care through social security. 

“We backed the AMA in support of the Kerr- 
Mills bill and we are on record in our Congress of 
Delegates to support implementation of this law 
in the various states,” Dr. Blake said. 

“We in general practice feel that we know 
these older folks and their problems quite well. 
Most of them have a family doctor and whatever 
the final disposition of their medical problems, 
the family doctor is the first stop. To point up 
this fact I can tell you that in 1960, Marvin J. 
Taves, associate professor of sociology and super- 
visor of rural sociology at the University of 
Minnesota, directed a survey of 300 social se- 
curity beneficiaries in Minnesota to explore atti- 
tudes, status and characteristics of people over 
65. Of those interviewed, about 85 per cent said 
they had seen a general practitioner during the 
year. From my own experience with the elder 
citizen, I feel he does not need the type of help 
proposed in HR 4222. Previous social security 
legislation and the recent enactment of Title VI 
of Public Law 86-778 provide wide coverage for 
those over 65 and include adequate provisions for 
those on old age assistance as well as for those 
drawing social security.” 

Dr. Blake said another Minnesota survey 
showed that 60 per cent of the aged persons inter- 
viewed had hospital insurance, with the per- 
centage 71 per cent in metropolitan areas. 

He also warned of the probable overuse of 
hospitals if the Administration’s program should 
be put into effect. 

“T will be the first to state that one of our big 
problems in private practice is the tendency of 
some patients to overutilize private prepaid hos- 
pital insurance plans such as Blue Cross,” Dr. 
Blake said. “The attitude of the patient is that 
he has paid into it and he is going to take out of 
it. Under a plan paid for from social security funds 
the same attitude would prevail. This should not 
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FOUR HUNDRED MILLIGRAMS OF PURE 


PAIN RELIEF 


400 milligrams of phenyramidol HCI 


THE ONLY SIGNIFICANT RESPONSE IS RELIEF FROM PAIN 


EXCEEDINGLY EFFECTIVE “... The 85.1% in- 
cidence of effectiveness with the 400 mg. dose 
has exceeded the analgesic effectiveness of any 
other analgesic agent which we have studied to 
date, either alone or in combination. ...The uti- 
lization of higher doses for short periods of time 
indicates that the medication has a large thera- 
peutic range, and this is reflected in the high 
incidence of effectiveness and low likelihood of 
untoward reactions. 

“The practicing physician translating this into 
his own needs may be completely confident of 
using a medication with an excellent predict- 
ability and a safe analgesic response.” 


EXTRAORDINARY MARGIN OF SAFETY. 
Analexin-400 is non-narcotic and not narcotic 
related; thus, it presents no danger of habituation 
or any other reaction associated with the frequent 
use of narcotics. Nor will Analexin-400 produce 
sedation, mental confusion or depression occa- 
sionally observed with other analgesics or inter- 
neuronal! blocking agents.'-?% 


INDICATIONS: Relief of pain in injury, low back pain, 
premenstrual cramping, dysmenorrhea, postoperative pain, 
and a wide variety of recurring and acute painful conditions. 


DOSAGE: One capsule at onset of pain, followed by 1 
capsule at intervals of 1 to 4 hours, as needed. 


REFERENCES: From the Symposium, Recent Concepts of Pain and Analgesia, held in the Hall of States, American Hospital Association, Chicago, February 
15, 1961: 1. Batterman, R. C.: Non-Narcotic Analgesia in Ambulatory Patients. 2. O'Dell, T. B.: Experimental P. ters in the E of Analgesics. 
3. Miller, L. D.: Distribution, Excretion and Metabolic Fate of Pheny idol. 4. Beisler, E.: Preliminary Report of Experience with Phenyramidol for Dental 
Analgesia. 5. Bader, G.: Preliminary Report on the Use of Analexin for Dy ‘hea in Teleph Operators. 6. Taylor, S. L.: Phenyramidol in General Hospital 
Orthopedics. 7. Bodi, T.: Pain Management Among Clinic Outp ts. 8. R J.: Experience of an Industrial Surgeon with Phenyramidol. 9. Kast, E. C.: 
Methodological Considerations in the Clinical Evaluation of an Analgesic. 10. Collopy, C. T.: Preliminary Comparisons of Two Non-Narcotic Analgesic Agents in 

d Orthopedi Patients. 11. Cass, L.d.: Report on the A Igesic and C. tive Effectiveness of Two Preparations on Patients with Acute and Chronic 
Pain. 12. Lamphier, T. A.: y idol in the \ t of Low Back Pain and Allied Disorders. 13. O'Dell, T. B.: Chicago Med. 63:9, 1961. 
14. Kast, E. C.: Chicago Med. 63:17, 1961. 15. Wainer, A. S.: J. Am. M. Women's A. 16:218, 1961. 16. Batterman, R. C.: Ann. New York Acad. Sc. 86:203, 
1960. 17. O'Dell, T. B.: Ann. New York Acad. Sc. 86:191, 1960. 18. O'Dell, T. B., et a/.: J. Pharmacol. & Exper. Therap. 128:65, 1960. 19. O’Dell, T. B., et a/.: 
Fed. Proc. 18:1694, 1959. 20. Gray, A. P., et a/.: J. Am. Chem. Soc. 81:4347, 1959. 21. Wainer, A. S.: Clin. Med. 7:2331, 1960. 22. Clinical data in files of 
Medical Dept., Irwin, Neisler & Co., 1959. 23. Batterman, R. C., et a/.: Am. J. Med. Sc. 238:315, 1959. 
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AMA Washington Report 


be true with OAA paying for hospitalization, but 
it may be .. . It is my firm conviction that hos- 
pitalization under HR 4222 would result in fur- 
ther overutilization. I believe this has been true 
in Saskatchewan and under other compulsory 
health insurance plans.” 

The AMA cited more than 50 reasons why the 
vast majority of the nation’s physicians believe 
the Administration’s medical care program would 
be “bad medicine for the people of this country.” 

After reviewing the organizational structure 
of AMA designed to keep it “readily responsive 
to the collective will of its membership,” Dr. 
Larson said he was confident that he spoke “‘on 
this issue for the overwhelming majority” of the 
nation’s physicians. 

“Let me state that the nation’s doctors vigor- 
ously oppose HR 4222, and any other legislation 
which seeks to invoke the use of Title II of the 
Social Security Act as a method of financing a 
federal program of health care for the aged,” Dr. 
Larson said. 

“‘As physicians, we have many reasons for this 
position, ranging from the philosophical to the 
practical, from the general to the specific. Our 
major concern, however, is that the passage of 
HR 4222 or similar legislation would retard 
rather than promote the science and art of medi- 
cine and the betterment of public health. For 
this reason alone we would urge that this measure 
be rejected; but there are many other reasons 
germane to this hearing that we should like to 
discuss... 

“T will touch upon only one aspect of the posi- 
tive story—the success to date of the Kerr-Mills— 
Medical Aid for the Aged Law. I call this a posi- 
tive portion of our testimony because much of it, 
necessarily, involves our reasons for opposing 
HR 4222, and it is the obligation of responsible 
men to support, as well as oppose; to produce 
workable alternatives to dangerous or unwork- 
able ones; to offer solutions of a positive nature 
while rejecting those that are unwise. 
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“The position of the AMA can be summed up 
in 10 words: 

“We favor helping those of the aged who need 
help. 

“We believe that the Kerr-Mills law provides a 
workable method whereby medical benefits can 
be made available to those of the aged who need 
them. 

“The AMA supported this legislation from the 
beginning and supports it today. Our physician 
members have done everything within their 
power to get the law functioning effectively with- 
in the individual states, and it would be false 
modesty if we did not claim some share of the 
credit for the law’s rapid implementation . . . 

“We have stated repeatedly, and do so again, 
our belief in the efficacy and value of Blue Cross- 
Blue Shield plans and privately-purchased health 
insurance, which have grown at a phenomenal 
rate in recent years. Further, we believe in the 
great contribution made through the voluntary 
efforts of American citizens, working together 
within their own communities, to solve com- 
munity problems. . . 

“Implementation of the Kerr-Mills law has 
proceeded with unusual speed . . . as of mid-July, 
the program was in operation in 12 states. Legis- 
lation had been enacted in 15 more, and bills were 
under consideration by the legislatures of six 
other states.” 

Dr. Robins put the Administration’s plan in 
the same parcel with the Truman health program 
and the Forand legislation of the past. All of 
them, he said, are “programs providing for or 
leading to a system of government-dominated 
medical practice.” 

He said the only conclusion he can reach from 
his “many contacts with friends in England” is 
that the British system of medical care “becomes 
more and more distasteful” to both patients and 
physicians. 

Dr. Robins closed by urging the committee 
“to deliberate with caution.” 
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BRAND OF NIALAMIDE 


provides remission of depression—smoothly, gradually, 3 
without “jarring” o notably low incidence of serious com- 
plications or side effects o convenience of once-a-day dosage 


Science for the world’s well-being® PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, New Yori 
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In Brief Niamid, brand of nialamide, is 1-(2-[benzylcarbamyl] ethyl!) -2-isonicotinyl- 
hydrazine, a well-tolerated antidepressant that may correct or relieve depression on 
once-a-day dosage. Indications: Depressive syndromes of varying degrees of severity 
may be responsive to Niamid including: involutional melancholia, postpartum depres- 
sion, depressed phase of manic-depressive reaction, senile depression, reactive de- 
pression, schizophrenic reaction with depressive component, psychoneurotic depression. 
® In neurotic or psychotic patients, Niamid may normalize or favorably modify aberrant 
or excessive reactions and symptoms of depression such as: phobias, guilt feelings, dejec- 
tion, feeling of inadequacy, discouragement, worry, uneasiness, distrustfulness, hypo- 
chondriacal and nihilistic ideas, difficulty in concentration, insomnia, loss of energy or 
drive, indecision, hopelessness, helplessness, decreased functional activity, emotional and 
physical fatigue, irritableness, inability to rest or relax, sadness, anorexia and weight 
loss, and withdrawal from society. In the withdrawn patient, Niamid may elevate the 
mood so that there is increased activity, increased awareness and interest in surround- 
ings, and increased participation in group activities. Appetite may be increased and 
there may be decreased fatigability. Lack of clinical response to other antidepressant 
therapy does not preclude a favorable response to Niamid. Relief of depression may also 
be evidenced by elimination or reduction of the need for somatic therapy, such as electro- 
shock. In patients suffering from depression associated with chronic illness, Niamid may 
improve mental outlook, reduce the impact of pain, decrease the amounts of narcotics 
or analgesics needed, and improve appetite and well-being. In patients with angina 
pectoris, Niamid has been found to be a useful adjunct to management through reduc- 
tion in frequency of attacks and pain. Dosage: Starting dosage is 75 to 100 mg. on a 
once-a-day or divided daily basis. This may subsequently be adjusted depending upon 
the tolerance and response. Responses to Niamid are not usually rapid, and revisions of 
dose should be withheld until at least a few days have elapsed at each level. Increments 
or decrements of 122-25 mg. are generally sufficient. A daily dosage of 200 mg. is the 
maximum recommended for routine use. (As much as 450 mg. daily has been used in 
some patients.) Side Effects: Niamid, in clinical use, has been characterized by a signifi- 
cant lack of toxicity. It is generally well tolerated. Nervousness, restlessness, insomnia, 
hypomania, or mania, sometimes occur. Occasional headache, weakness, lethargy, ver- 
tigo, dryness of the mouth, blurred vision, increased perspiration, constipation, mild skin 
rash, mild leukopenia, and epigastric distress may be obviated or modified by reductions 
in dose. Effects due to monoamine oxidase inhibition persist for a substantial period 
following discontinuation of the drug. Precautions and Contraindications: Hepatic 
toxicity has not been reported in extensive clinical studies. However, if previous or 
concurrent liver disease is suspected, the possibility of hepatic reactions and liver func- 

' tion studies should be considered. 8 The suicidal patient is always in danger, and great 
care must be exercised to maintain all security precautions. The apathetic patient may 
obtain sufficient energy to harm himself before his depression has been fully alleviated. @ 
Niamid may potentiate sedatives, narcotics, hypnotics, analgesics, muscle relaxants, 
sympathomimetic agents, thiazide compounds and stimulants, including alcohol. Caution 
should be exercised when rauwolfia compounds and Niamid are administered simul- 
taneously. Rare instances have been reported of reactions (including atropine-like effects, 
and muscular rigidity) occurring when imipramine was administered during or shortly 
after treatment with certain other drugs that inhibit monoamine oxidase. In Cardiology: 
The central effects of Niamid may encourage hyperactivity and the patient should be 
closely observed for any such manifestation. Orthostatic hypotension or hypertensive 
episodes occur in a few individuals; cardiac patients should be carefully selected and 
closely supervised. In Epilepsy: Although in some patients therapeutic benefits have 
been achieved with Niamid, in others the disease has been aggravated. Care should be 
exercised in the concomitant use of imipramine, since such treatment with monoamine 
oxidase inhibitors has been reported to aggravate the grand mal seizures. In Tuber- 
culosis: Existing data do not indicate whether resistance of M. tuberculosis to isoniazid 
may be induced with Niamid therapy; nevertheless, it should be withheld in the de- 
pressed patient with coexisting tuberculosis who may need isoniazid. ® As with all 
therapeutic agents excreted in part via the kidney, due caution in adjusting dosage in 
patients with impaired renal function should be observed. Supplied: Niamid (Niala- 
mide) Tablets, 25 mg.: 100’s— pink, scored tablets; 100 mg.: 100’s—orange, scored 
tablets. /More detailed professional information available on request. 
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REASONS WHY 
THE OFFICE BOVIE 
IS IDEAL FOR 
YOUR PRACTICE 


THE OFFICE 


EASY TO OPERATE—No complicated settings 
or adjustments. Just two controls: one for 
the amount of power, the other for selecting 
one of three electrosurgical currents. 


WIDE SCOPE OF USE—Among the “hundred- 
and-one” uses in your practice are: sterili- 
zation of abscess, excisional biopsies, cervi- 

conization, treatment of acne, warts, 
moles, coagulating tonsil tags and remnants. 


EASY DUPLICATION OF TECHNIQUES—Bovie’s 
patented, self-compensating spark-gaps, and 
stepless power control, enable duplication 
of techniques once power settings are es- 
tablished. 


ELECTROSURGICAL UNIT 


a SAVES HOSPITALIZATION—Safe, effective 
treatment of all forms of minor electrosur- 
gery in your own office saves patients incon- 
venient, needless hospitalization. 


5 speciat ADVANTAGES—Bovie Unit sterilizes 
as it cuts, or coagulates...controls bleed- 
ing. It is less painful, more rapid and more 
precise than other methods. 


Contact your Ritter dealer, or send coupon, for 
further information on the famous, dependable 
Office Bovie! 


RITTER COMPANY, INC. 


Made by the Makers of the Famous Hospital Bovie 


MEDICAL DIVISION 


2509 Ritter Park 

Rochester 3, New York 

Please send me literature on the L-F Office 
Bovie Electrosurgical Unit. 
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nizing 


a Wyeth analges 
for each level of pain 


4 


} 
— 


when anxiety and tension 


aggravate pain 


TABLETS 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® 
(Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


Relieves pain, relaxes mind and muscle 


e analgesic action to relieve pain 
e calming action to relieve anxiety 


e muscle-relaxant action to relieve spasm and tension © 


EQUAGESIC RELIEVES PAIN AND ANXIETY 


For your patients suffering pain accompanied by 
anxiety and tension, Equacgsic provides gratify- 
ing relief. Potent, non-narcotic analgesia is pro- 
vided by a combination of the potent analgesic, 
ethoheptazine citrate, with time-proved aspirin. 
The muscle-relaxant and anti-anxiety effects of 
meprobamate, coupled with the analgesic agents 
provide analgesia in depth. 


These effective agents relieve the painful anxiety 
and tension of patients suffering from strains, 
sprains, muscle tension and other musculo- 
skeletal conditions. The comforting pain relief 
afforded by Eguacgsic is rarely hampered by 
side effects.! 


Satisfactory Pain Relief in 97% of patients with 
painful musculoskeletal conditions. In a study' of 
106 patients suffering musculoskeletal pain 
associated with anxiety and muscle spasm, 
Eguacesic “. . . was extraordinarily effective, 


satisfactory results being obtained in 97% of the 
patients treated.” Equacesic provided effective 
pain relief for these conditions: 


osteoarthritis e bursitis e low back syndrome 
tenosynovitis e whiplash injuries e fractures of 
small bones e tension headache 


Gratifying Pain Relief in 74% of patients with painful 
ligament sprains. In a study*® of 104 ambulatory 
cases of acute cervical or lumbar muscle liga- 
ment sprain treated with EquaGgsic, “. . . con- 
trol of acute pain was obtained in 74% of the 
cases.” The conditions treated occurred in 
typical office patients with pain following injuries 
to the cervical and/or lumbar spine. The author 
concluded “. .. Eguacesic (Wyeth) is a satisfac- 
tory and useful additional tool in the care of the 
acute injuries due to muscle ligament sprain. . . .”” 


~ 1. Splitter, S.R.: Current Therapeutic Research 2:169 
(June) 1960. 2. Harsha, W.N.: J. Okla. State Med. 
Assoc. 54:12 (Jan.) 1961. 


For further information on limitations, adminis- 
tration and prescribing of Eguacegsic, see descrip- 
tive literature or current Direction 
Circular. 
® 


Wyeth Laboratories« Philadelphia1, Pa. 


relieves aches and pains” 


without narcotics 


Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth 


potent analgesic and antipyretic action 
non-sedating 


non-addicting 


1. Barber, T.E.: Ind. Med. & Surg. 28:54 (Feb.) 1959. 
2. Roden, J.S., and Haugen, H.M.: Missouri Medicine 
55:128 (Feb.) 1958. 3. Batterman, R.C., et al.: Am. J. 
Med. Sc. 234:4 (Oct.) 1957. 

For further information on limitations, administration, 
and prescribing of ZACTIRIN, see descriptive literature 
or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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relieves the agony of severe pain 
TUBEX 


Closed Injection System, Wyeth 


three beneficial actions in medical and surgicai pain 
* analgesic * spasmolytic * sedative 
plus all the advantages of TUBEX 


e eliminates risk of transmitting serum hepatitis or other infections 
e ready for immediate use, reduces time and labor 

e new Sharp sterile needle each time 

e premeasured single-dose units assure dosage accura 
TUBEX®, Hypodermic Syringe, Wyeth 


administration, and prescribing of 
MEPERIDINE Hydrochloride, see descriptive 
literature or current Direction Circular. 


3 
ig 
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: 
TUBEX®, Sterile Cartridge-Need/le Unit, Wyeth 
For further information on limitations, 
Wyeth Laboratories Philadelphia 1, 4 
[| £ 


Camp orthopedic supports for men 

and women play an important part in 

the conservative treatment of one of 

LUMBO the most vulnerable portions of the 
- spine—the lumbosacral joint. These 

supports are scientifically designed to 

S ACRAL give a secure fit to the pelvic girdle, 
the upper lumbar and. low dorsal 

spine, including the entire abdomen 

SUPPORTS in front, thus giving maximum lumbar 
spine support with greatest patient 

comfort. By curving in and under the 


helpful in treatment of gluteal region, the garment is anchored 


ate? and tension on these muscles and their 
Injuries, postural or attachments is relieved. Supports are 

. : firmly boned in the back and may be 
occupational strain and — reinforced with pliable steels, Camp 


certain other diseased spinal brace, or a Cook Shingle. In 


ae addition any lumbosacral support with 
conditions of the low back =the new Camp Dorso Taylor insert 
may be easily converted into support 

for the dorso spine. 


S. H. Camp & Company, Jackson Michigan 
S. H. Camp & Company of Canada, Ltd., Trenton, Ontario 
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sinside look” at a 
remarkable 
advance 

in topical steroid 


therapy 


‘he unique base, Veriderm, com- 
ined with the outstanding anti- 
inflammatory steroid, Medrol, 

rovides effective treatment of 
cermatoses. 


Veriderm Medrol Acetate consists 
of Veriderm, a base closely 
pproximating the composition of 
ormal skin lipids, and Medrol 
\cetate, the highly effective, 
‘ependable corticoid. 


‘opical use of Veriderm Medrol 
Acetate produces symptomatic 
‘elief and objective improvement 
of dermatoses, and at the same 
‘ime aids in correcting dry skin 
conditions. Veriderm Medrol Ace- 
ate, less greasy than an ointment 
ind less: drying than a lotion, is 
indicated in atopic, contact, or 
seborrheic dermatitis, and in 
neurodermatitis, anogenital pru- 
ritus, and allergic dermatoses. 


Available in four formulations: Veriderm Medroi Acetate 
Ace’ uty 


es 3 me; - a skin lipid base composed of Saturated and 


Medrol Acetate 1% is also availabie.) 

infection: Veriderm Neo- 
— Each gram contains: Medrol (meth- 
y! ie 2.5 mg.; Neomycin Sulfate 5 meg. 
lequivalent to 3. | base): 4 

utyl-p-hydroxybenzoate 3 mg.; skin lipid base 

posed of saturated and Senators free fatty sales: 
trigtycerol and other esters of fatty acids; saturated and 


free 
—— aicohol; with water and aromatics. (Veriderm Neo- 
rol Acetate 1% is also available.) 


‘ation: A 
to minimize the possibility of introducing infection, a smali 
amount of either Ree pow Medroi Acetate or Neo-Medro! 
Acetate is applied and nibbed gently into the involved areas. 
Pm cre be should be made initiatly one to three times daily. 
rot is achieved — usually as a few - 

of application should to the 
necessary to avoid relepses. The sp preparat ation is 

beginning treatment the 0.25% 


for maintenance 

of Veriderm Medrol Ace- 
tate or Neo-Medrot 
of the skin and in other cutaneous infections for which an 
effective antibiotic or chametierapecttio agent is not avail. 
able for simultaneous application. 
These preparations are-usually well tolerated. However, if 
signs of irritation of sensitivity should de 
— be discontinued. if 

during the course of therapy, focal or 
therapy should be inst! 
Supptied in 5 Gm. and 20 Gm. gu 


Veriderm 


Medrol' TRADEMARK 


Acetate 


Neo-Medrol' 


Acetate 


TrRADEMARK, REG. U. S. PAY. OFF. 


COPYRIGHT 1961, THE UPJOHN COMPANY 
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The Upjohn Company, Kalamazoo, Michigan 


INJECTION 


(metaraminol) 


",,. A strong pressor effect with a myocardial-stim- 
ulating action in experimental studies,”’ Tens 
of thousands of intramuscular and subcutaneous 
injections, ... Not a single instance of tissue in- 
jury was observed,” 


ARAMINE can be administered for pressor effect by any 
route—subcutaneous, direct intravenous, intramuscular, 
intravenous infusion. No slough reported when injected 
into preferred vein of arm. Minimal risk of causing 
arrhythmias. 

Onset of action (intravenous): 1 to 2 minutes. 

ARAMINE is always ready for immediate use—no dilution 
needed. 

ARAMINE is also valuable in shock accompanying ana- 
phylaxis, brain damage, infectious disease, hemorrhage, 
surgery, trauma. 

Supplied: In 1-cc. ampuls and 10-cc. vials (10 mg. metaraminol present as the bitartrate per cc.). 
ARAMINE is a trademark of Merck & Co., INC. 

Additional information is available to physicians on request. 

1. Selzer, A., and Rytand, D. A.: COUNCIL ON DRUGS, Report to the Council, J.A.M.A. 168:762, 
(Oct. 11) 1958. 

2. Weil, M. H.: J.A.M.A. 171:1868, (Nov. 28) 1959. 


DP MERCK SHARP & DOHME, Division of Merck & Co., INC., West Point, Pa. 
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Now! Gypsona brings you 


a creamy plaster bandage that retains its full 


strength after dipping and squeezing 


New L. P. L. Gypsona lets you mold strong, 


light, longer-wearing casts—with fewer bandages 


ntil now, a tariff was paid to the drain bucket. 
Needed plaster strength was sometimes squeezed 
out, washed away. 

Now, however, with the perfection of L.P.L. (Low 
Plaster Loss) Gypsona, you can mold 96% of the 
plaster into the finished cast. Now, new adhesive 
agents securely anchor the plaster to the base cloth. 


ORDINARY 
PLASTER 


The difference is immediately apparent 
Here you see two bandages being subjected to approxi- 
mately the same amount of pressure after dipping. 
The disparity between the ordinary bandage and L.P.L. 
Gypsona, is clearly evident. The drainage from the 
Gypsona bandage is almost clear water. 


The implications are many 


Most certainly, you will use fewer bandages—a cheery 


250 


note for the keeper of the budget. There’s less residue 
to contend with. You have cleaner handling throughout. 

You also enjoy the several advantages that have long 
endowed the international prominence of Gypsona. 


Creamy, 

conformable 

and tough 
The deeply buried 
leno fabric molds 
firmly about bones, 
protuberances and 
indentations. The 
comfortable Gyp- 
sona creaminess, as 
always, is a pleasure 
to work with. 


The threads do Now your most difficult casts 
notslide. Thereis no can be made with creamy-smooth, 
x extra strong L. P. L. Gypsona. 
sawtooth edge. The 


finished cast has the rich, polished glint that comes 
only of fine English-quarried plaster. 


Price is still the same 

Not to be overlooked is the ease of unwinding with 
the Gypsona plastic core, which prevents telescoping. 
Plaster stays fresh, almost indefinitely, in the airtight 
Gypsona package. And the price is still the same as 
standard Gypsona plaster bandages. 

For a first-hand demonstration of L.P.L. Gypsona, 
get in touch with your Bauer & Black representative. 
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In the course of precision testing, a single L.P.L. the cast was submitted to the strength-measuring 
Gypsona bandage, 4 inches wide and 3 yards long, apparatus above. The cast endured 304 lbs. pressure 
was molded into a standard cylinder. After 24 hours, before it was crushed beyond a functional shape. 


Gypsona THE KEN DALL company 


PLASTER BANDAGES BAUER & BLACK DIVISION 


*Reg. T. M. of T. J. Smith and Nephew Ltd. 
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Soon she’ll feel the first vague stir- 
rings of new life. And, now, a glass of 
warm milk does seem to help. It re- 
assures somehow. # But there’s much 
more to it than soothing psychology, 
isn’t there? For it is a time for stepped- 
up calcium intake. Not to mention 
iron, and the other nutrients she'll 
draw on. # And this is when Pramilets 


her 
future are in order. Filmtab Pramilets give 
? tittle mother a significant dosage of 


phosphorus-free calcium. And, to its already compre- 


hensive formula, Pramilets now adds more ; 
iron (easily-tolerated ferrous fumarate)... he 
more Vitamin C.... more Vitamin B,. = New, (| 
P Filmtab® | ® 

ramilets... 


improved formula and all, the Pramilets 
Comprehensive vitamin- mineral 


support with just 1 Filmtab daily 


there’s 
apram 


Filmtab is as easy to swallow 
as ever. The size hasn’t 


changed. Only the potency. 


Each Pramilets Filmtab represents: 


Vitamin A (4000 units)......... 1.2 mg. (1 MDR*) 

Vitamin D (400 units) 10 mcg. (1 MDR) 

Thiamine Mononitrate 3 mg. (3 MDR) 

Riboflavin 2 mg. (1% MDR) 
10 mg. (1 MDR) 

Ascorbic Acid (C) 60 mg. (2 MDR) 

Pyridoxine Hydrochloride 

Cobaiamin (Vit. Biz) 

Calcium Pantothenate 

Calcium Carbonate, U.S.P............08 625 mg. 


@FILMTAB—FILM-SEALED TABLETS, ABBOTT. 


[Calcium 

Ferrous Fumarate 

40 mg. (2% MDR)] 
Magnesium (as oxide). 0.15 mg. 
Zinc (as oxide) 
Molybdenum (as ammonium molybdate) 0.2 mg.tt 
lodine (as calcium iodate)....... 0.1 mg. (1 MDR) 
*MDR—Mini Daily Requi it for Pr 


+Recommended Daily Requi t Not Established 
ttSupplemental Need in Human Nutrition Not Established. 


ALSO NOW AVAILABLE: PRAMILETS-F (Rx ONLY) WITH FOLIC ACID 
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BECAUSE POOR DIABETIC CONTROL 
INCREASES THE THREAT OF VASCULAR 


COMPLICATIONS IN DIABETE 


1,2 


CONSIDER 


DIABINESE FIRST FOR ADEQUATE AND 
CONTINUOUS ORAL CONTROL 


Oral therapy with DIABINESE can help assure 
more adequate blood-sugar control in many 
maturity-onset diabetics, including certain pa- 
tients now poorly controlled by diet alone, 
some patients on insulin, and many who escape 
control on previous oral therapy. 


Diabinese and diet 


In patients with maturity-onset diabetes whose 
blood sugar remains elevated despite weight 
and/or caloric control, DIABINESE is frequently 
effective in doses of 100 to 250 mg. a day. Fur- 
ther, unlike insulin, DIABINESE has not been 
reported to increase appetite, and residual 
capacity for endogenous beta cell activity is 
stimulated. Thus, DIABINESE combined with 
dietary regulation will often ensure more satis- 
factory control than ‘‘diet alone.’’ 


Diabinese and the 
insulin patient 


DIABINESE has proved to be an effective replace- 
ment for insulin among maturity-onset pa- 
tients needing 40 units or less per day. This 
application of DIABINESE is especially valuable 
in patients who should not be exposed to the 
hazards and inconvenience of self-administered 
injection—those with poor eyesight, the infirm 
and elderly, and the emotionally disturbed. 
Transfer from insulin to DIABINESE in proper 
dosage lessens the risk of hypoglycemia, and may 
enable certain patients to resume occupations 
where insulin shock is considered dangerous. 


In selected patients in whom insulin require- 
ments have become quite high, combined ther- 
apy with DIABINESE sometimes permits reduc- 
tion of insulin dosage and helps to improve 
control.’ Patients with insulin resistance may 
sometimes be similarly helped by replacement 
of part of the daily insulin dosage.* 


Diabinese from the start 


Continuous control in suitable candidates for 
sulfonylurea therapy is more likely to be 
achieved with DIABINESE. According to the 
A.M.A. Council on Drugs,’ observations indi- 
cate that ‘‘on an equivalent dose and blood 
level basis, chlorpropamide has a somewhat 
greater therapeutic effect than has tolbuta- 
mide.’’ This therapeutic superiority is reflected 
in the results of clinical observations like those 
of Fineberg,® who compared the effect of 
DIABINESE in 50 patients with the effect of tol- 
butamide in 35 patients. He concluded that 
‘‘chlorpropamide produced satisfactory con- 
trol of the diabetes in almost twice as great a 
percentage (76 versus 43 per cent) of patients 
than did tolbutamide, and excellent control in 
more than twice as great a percentage (74 
versus 31 per cent).’’ 


1. Johnsson, S.: Diabetes 9:1, 1960. 2. El Mahallawy, 
M. N., and Sabour, M. S.: J.A.M.A. 173:1783, 1960. 
3. Editorial: Brit. M. J.1:188, 1961. 4. Duncan, L. J. P., 
and Baird, J. D.: Pharmacol. Rev. 12:91, 1960. 5. A.M.A. 
Council on Drugs: New and Nonofficial Drugs, 1961, 
Philadelphia, Lippincott, 1961, p. 657. 6. Fineberg, 
8. K.: J. Am. Geriat. Soc. 8:441, 1960. 
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BRAND OF CHLORPROPAMIDE 


economical once-a-day dosage 


inese’ 


the oral antidiabetic 
most likely to succeed 


IN BRIEF \. 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplicity of low, once-a-day 
dosage. Moreover, DIABINESE often works where 
other agents have failed to give satisfactory control. 


INDICATIONS: Uncomplicated diabetes mellitus 
of stable, mild or moderately severe nonketotic, 
maturity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced insulin 
requirements. 


ADMINISTRATION AND DOSAGE: Familiar- 
ity with criteria for patient selection, continued 
close medical supervision, and observance by the 
patient of good dietary and hygienic habits are 
essential. 


Like insulin, DIABINESE dosage must be regulated to 
individual patient requirements. Average mainte- 
nance dosage is 100-500 mg. daily. For most patients 
the recommended starting dose is 250 mg. given 
once daily. Geriatric patients should be started on 
100-125 mg. daily. A priming dose is not necessary 
and should not be used; most patients should be 
maintained on 500 mg. or less daily. Maintenance 
dosage above 750 mg. should be avoided. Before 
initiating therapy, consult complete dosage infor- 
mation. 


SIDE EFFECTS: In the main, side effects, e.g., 
hypoglycemia, gastrointestinal intolerance, and neu- 
rologie reactions, are related to dosage. They are 


Science for the world’s well-being® 


September 1961 


not encountered frequently on presently recom- 
mended low dosage. There have been, however, oc- 
easional cases of jaundice and skin eruptions pri- 
marily due to drug sensitivity; other side effects 
which may be idiosyncratic are occasional diarrhea 
(sometimes sanguineous) and hematologic reactions. 
Since sensitivity reactions usually occur within the 
first six weeks of therapy, a time when the patient 
is under very close supervision, they may be readily 
detected. Should sensitivity reactions be detected, 
DIABINESE should be discontinued. 


PRECAUTIONS AND CONTRAINDICATIONS: 
If hypoglycemia is encountered, the patient must 
be observed and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not significantly 
metabolized and is excreted slowly. DIABINESE as the 
sole agent is not indicated in juvenile diabetes mel- 
litus and unstable or severely “brittle” diabetes 
mellitus of the adult type. Contraindicated in pa- 
tients with hepatic dysfunction and in diabetes 
complicated by ketosis, acidosis, diabetic coma, 
fever, severe trauma, gangrene, Raynaud’s disease, 
or severe impairment of renal or thyroid function. 
DIABINESE may prolong the activity of barbiturates. 
An effect like that of disulfiram has been noted when 
patients on DIABINESE drink alcoholic beverages. 


SUPPLIED: As 100 mg. and 250 mg. seored chlor- 
propamide tablets. 


More detailed professional information available on 
request. ) 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. New York 17, New York 


FOR MAXIMUM ASSURANCE OF CONTINUOUS 

CONTROL 
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reformulated 


all forms of TRI-VI-SOL, POLY-VI-SOE, 
and DECA-VI-SOL vitamins—to provide 
rational, practical, safe levels of 
vitamins C, D, and A to fit the needs 
of today’s children 


Eq Mead Johnson 
Laboratories 


Symbol of service in medicine 


= 
(OS) 
ie: 


VI-SOLE VITAMINS 
TRI-VI-SOL POLY-VI-SOE DECA-VI-SOL’ 


newly reformulated to complement 
the dietary patterns of todays infants 
and children 


Beginning with the critical newborn period and continuing through the preadult 
years, new Vi-Sol vitamins supplement and complement the dietary patterns of 
today’s infants and children. They are formulated with consideration of the 
recommendations of the authorities* and of the practical needs of everyday 
medical practice. 


Vi-Sol vitamin drops provide conservative yet assured protection as the baby 
progresses from formula feeding to solid food. When drops are outgrown, 
comparable improvements in levels of C, D, and A are now offered the older 
child in Vi-Sol chewable vitamins. 


NEW, IMPROVED VI-SOL® VITAMINS 


Tri-Vi-Sol® Poly-Vi-Sol®+ Deca-Vi-Sol®t 
Chewable Chewabie Chewable 
Drops Vitamins Drops Vitamins Drops Vitamins 
(per 0.6 cc.) | (per tablet) (per 0.6 cc.) | (per tablet) (per 0.6 cc.) | (per tablet) 
Vitamin C (mg.) 60 75 60 75 60 75 
Vitamin D (units) 400 400 400 400 400 400 
Vitamin A (units) 3,000 4,000 3,000 4,000 3,000 4,000 
Thiamine (mg.) 1 1.2 1 1.2 
Riboflavin (mg.) iz 1S 1.2 1.5 
Niacinamide (mg.) 8 15 8 15 
Pyridoxine (mg.) 1 1.2 
Panthenol (mg.) 8 5 
Bus (mcg.) 8 
Biotin (mcg.) i 30 40 
tAlso available in teaspoon dosage 


Tri-Vi-Sol vitamin drops and Deca-Vi-Sol chewable vitamins are now also available with Iron. 56761 
*J.A.M.A. 169:41-45 (Jan. 3) 1959. ; 


“The experience to date with 
eriseofulvin has been so promising 
for the management of Microsporium 
audouint, Trichophyton tonsurans 
and Trichophyton violaceum that it 
has become the treatment 
of choice for these m- 
fections of the scalp.” 


Supplied: Futvicin Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 

in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 
complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 
SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 5-026 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM INFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 


You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 


calms anxiety! 


Smooth, balanced action lifts 


depression as it calms anxiety... 


rapidly and safely 


Balances the mood—no “seesaw” 
effect of amphetamine-barbiturates 
and energizers. While amphetamines 
and energizers may stimulate the patient 
—they often aggravate anxiety and 
tension. 


Acts swiftly — the patient often feels 
better, sleeps better, within a few 
days. Unlike the delayed action of most 
other antidepressant drugs, which may 
take two to six weeks to bring results, 
Deprol relieves the patient quickly — often 


within a few days. Thus, the expense to 
the patient of long-term drug therapy can 
be avoided. 


Acts safely — no danger of liver 
damage. Deprol does not produce liver 
damage, hypotension, psychotic reactions 
or changes in sexual function—frequently 
reported with other antidepressant drugs. 


And although amphetamine-barbiturate 
combinations may counteract excessive 
stimulation—they often deepen depression. 


In contrast to such “seesaw” effects, 

: Deprol’s smooth, balanced action lifts 
depression as it calms anxiety—both at the 
same time. 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethy!l benzilate) hydrochlo- 
tide. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 

“ Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6. Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethy] benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 


WALLACE LABORATORIES/Cranbury, N.]. 
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TOPICAL 


INDICATIONS 


SIGNS & SYMPTOMS 


Senile Vaginitis 

(useful also in kraurosis vul- 
vae, urethral caruncles, labial 
adhesions in children) 


Thin, excoriated mucosa; pro- 
fuse, irritating discharge, often 
serosanguineous (may be pu- 
rulent, blood-tinged); pain, 
itching, burning. 


Before and after vaginal surgery 
in postmenopausal patients 


“Premarin, Vaginal Cream 
0.625 mg. conjugated estro- 
gens, equine/Gm., in a non- 
liquefying base. 


(Also contains spermaceti, cetyl al- 
cohol, white wax, glyceryl mono- 
stearate, propylene glycol mono- 
stearate, methyl stearate, phenyl 
mercuric acetate, sodium lauryl sul- 
fate, glycerin, liquid petrolatum, 
and FD&C yellow No. 5.) 


Vulvovaginitis 
(as an adjunct to anti-infective 
or other supportive measures) 


Pruritus, burning; inflamma- 
tory tissue reaction. 


“Premarin, H-C Vaginal Cream 
0.625 mg. conjugated estro- 
gens, equine and 1.0 mg. hy- 
drocortisone (present as ace- 
tate)/Gm., in a nonliquefying 
base. 


(Also contains citric acid, sodium 
citrate, glycerin, spermaceti, cetyl 
alcohol, white wax, glyceryl mono- 
stearate, propylene glycol mono- 
stearate, methyl stearate, phenyl 
mercuric acetate, sodium lauryl sul- 
fate, liquid petrolatum and D&C 
orange No, 3.) 


Monilial Vaginiti 
(also as an adjunct in tricho- 
moniasis, alone or accom- 
panied by moniliasis) 


Mild to severe pruritus is ‘pre- 
dominant symptom; little or no 
leukorrhea. NOTE: Monilial 
vaginitis is frequently asso- 
ciated with diabetes mellitus. 


“Vanay, Vaginal Cream 
250 mg. Triacetin/Gm., in a 
nonliquefying base. 


(Also contains polyoxyethylene sor- 
bitan monostearate, glyceryl mono- 
stearate, silicon dioxide and titan- 
ium dioxide.) 


Copies of this therapy guide — printed in 
a convenient reference form — are avail- 
able on request to Ayerst Laboratories, 
22 East 40th Street, New York 16, N. Y. 
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AYERST LABORATORIES New York 16, N. Y. Montreal, Canada 


VAGINAL 


THERAPEUTIC EFFECT 


DOSAGE 


AVAILABILITY 


Provides tissue-building 


of topical estrogen to help 
counteract senile tissue atro- 
phy. Prompt healing and en- 
hanced resistance to infection 
follow improvement in texture 
and vascularity of vaginal 
mucosa. 


Average dosage: 2 to 4 Gm. £ 


daily depending on severity of 
infection. NOTE: Use in atro- 
phic lesions of the vulva does 
not preclude necessity for care- 
ful diagnostic measures to 
eliminate possibility of neo- 
plasia. 


Facilitates healing; helps re- 
store atrophied, friable vaginal 
tissue to healthier, more nor- 
mal state. 


Average dosage: 2 to 4 Gm. 
daily approx. 10 days before 
and 10 days after surgery. 


Combination package: No. 874 
— Each contains 114 oz. tube 
with 15 disposable applicators. 


(Direction sheet for use also en- 
closed.) 


Anti-inflammatory and antipru- 
ritic effects of hydrocortisone 
provide prompt relief of initial 
distress; topical estrogen ex- 
erts specific action to elicit 
physiologic tissue response. 


Average dosage: 2 to 4 Gm. 
daily. Continue for at least 7 to 
10 days after symptoms sub- 
side. 


Combination package: No. 216 
—Each contains 1 oz. tube with 
15 disposable applicators. 


(Direction sheet for use also en- 
closed.) 


Provides prolonged, continu- 
ous antifungal effect without 
local irritation—through unique 
enzyme-controlled action. Re- 
stores physiologic pH favorable 
to normal vaginal flora. Non- 
staining, odorless. 


Average dosage: 2 to 4 Gm. 
intravaginally at bedtime. Dur- 
ing acute stage, apply twice 
daily (at bedtime and in the 
morning). Following response, 
continue bedtime application 
for a period of time to prevent 
recurrence, During pregnancy, 
recommended until 7th 
month. ** 


Combination package: No. 204 
— Each contains 114 oz. tube 
with 15 disposable applicators. 


(Direction sheet for use also en- 
closed.) 


**Note: Occasionally a burning sensation follows the first few applications of ““Vanay” Vaginal Cream, usually disappearing 
within a short period of time. This sensation, presumably emanating from the eroded surfaces as a result of fungus destruc- 
tion, may be indicative of effective therapy. During ‘“‘Vanay” therapy, it is suggested that patients wear cotton undergarments 
or a protective sanitary pad since “Vanay” is harmful or destructive to synthetic fibers such as Rayon, Nylon, or Dacron. 
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unsurpassed “general 


| 
steroid outstanding for “special-purpose” therapy 
— 


in allergic and inflammatory dermatoses 


Aristocort 


Triamcinolone LEDERLE 
UNSURPASSED “GENERAL-PURPOSE” STEROID OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 


ARISTOCORT Triamcinolone has long since proved its unsurpassed efficacy and 
relative safety in inflammatory and allergic dermatoses. 

But ARISTOCORT has also opened up new areas of therapy for selected patients 
who could otherwise not be given corticosteroids. 


for example: 
SPECIAL PROBLEM: EDEMA DUE TO SODIUM AND WATER RETENTION 


In patients with edema induced by the earlier corticosteroids or from other 
causes, diuresis and sodium loss often occurs with triamcinolone. (Fernandez- 
Herlihy, L.: M. Clin. North America 44:509 [Mar.] 1960.) 


SPECIAL PROBLEM: APPETITE STIMULATION AND WEIGHT GAIN 
In contrast to the heightened craving for food sometimes seen with other corti- 
costeroid compounds, appetite was unaffected by triamcinolone. (Cahn, M. M., 
and Levy, E. J.: Am. Pract. & Digest Treat. 10:993 [June] 1959.) 


SPECIAL PROBLEM: HYPERTENSION 
When ARISTOCORT was given to patients with dermatologic disorders for long 
periods, there were no significant changes in blood pressure. (Kanof, N. B.; 
Blau, S.; Fleischmajer, R., and Meister, B.: A.M.A. Arch. Dermat. 79:631 


[June] 1959.) 


SPECIAL PROBLEM: PSYCHIC STIMULATION AND INSOMNIA 
Ideally, corticosteroid therapy ought not to add to the psychic component in 
dermatologic disorders, nor induce insomnia which will intensify the patient’s 
itching and irritation. ARISTOCORT Triamcinolone has been singled out for its 
remarkably low incidence of psychic irritation and insomnia. (McGavack, T. H.: 
Nebraska M. J. 44:377 [Aug.] 1959; Freyberg, R. H.; Berntsen, C. A., Jr., and 

Hellman, L.: Arthritis & Rheumatism 1:215 [June] 1958.) 


SPECIAL PROBLEM: SEVERE CARDIAC DISEASE 
Elderly patients with pulmonary emphysema due to impending heart failure 
who required corticosteroid therapy showed .that triamcinolone could be 
employed with benefit and relative safety. (McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Sc. 236:720 [Dec.] 


1958.) 


Precautions: Collateral hormonal effects generally associated with corticosteroids 
may be induced. These include Cushingoid manifestations and muscle weakness. 
However, sodium and potassium retention, edema, weight gain, psychic aberration 
and hypertension are exceedingly rare. In the treatment of allergic and inflamma- 
tory dermatoses, dosage should be individualized and kept at the lowest level needed 
to control symptoms. Dosage should not exceed 36 mg. daily without potassium sup- 
plementation. Drug should not be withdrawn abruptly. Contraindicated in herpes 
simplex and chicken pox. 

Supplied: Scored tablets—1 mg. (yellow) ; 2 mg. (pink) ; 4 mg. (white) ; 16 mg. (white). 

Also available— syrup, parenteral and various topical forms. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, N. Y. 


twice 
the 

muscle 

potency 

for greater 

relief 

of pain 

and spasm 4 


NEW 


Combining a superior skeletal muscle relaxant'* with a preferred musculoskeletal analgesic,+> new 
PARAFON FORTE rapidly relieves both pain and muscle stiffness in low back disorders. Thus, the effective 
dual action of PARAFON FORTE increases the patient’s range of motion and hastens recovery. PARAFON 
FORTE is equaily effective in other musculoskeletal disorders, such as myositis, whiplash injuries, strains or 
sprains, and fibrositis. Side effects are rare, almost never require discontinuation of therapy. 
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FORTE 


PARAFLEX® Chlorzoxazone’ 250 mg. 
TYLENOL® Acetaminophen 300 mg. 


Dosage: Two tablets q.i.d. Supplied: Scored, light green tablets, imprinted “MCNEIL,” bottles of 50. 


References: (1) Settel, E.: Clin. Med. 6:1373, 1959. (2) Peak, W. P, and Smith, R. T.: Penn. Med. J. 63:833, 1960. (3) Mayle, F. C.; Sullivan, PB D., and 
Auth, T L.: Med. Ann. D. C. 28:499, 1959. (4) Roth, J. L. A.: Med. Clin. N. Amer. 4/:1517, 1957. (5) Batterman, R. C., and Grossman, A. J.: J.A.M.A. 


159:1619 (Dec, 24) 1955. 


*U.S. Patent No. 2,895,877 
379061 


McNEIL LABORATORIES, INC., Fort Washington, Pa. 
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“Almost without exception at least three times 
more effective in raising the blood iodine /evel’”’ 


SYNTHROID 


Influence of ‘‘equivalent’”’ dosest of SYNTHROID and Desiccated Thyroid 
on Protein-Bound lodine Levels* in 28 myxedematous patients. 


DOSAGE OF DESICCATED THYROID 
DOSAGE OF SYNTHROID 


0.2 mg. 7.9 


) 10 20 30 40 50 60 70 80 90 100 
PROTEIN BOUND IODINE microgram/100 ml. 


*Average pretreatment level, 2.38 mcg./100 mi. 195 determinations of serum P.B.I. level were made 
in these 28 patients. Reference: 1. Sturnick, M. |., and Lesses, M. F.: New England J. Med. 264:608 (Mar. 23) 1961. 


t“Equivalent’’ dosage: 0.1 mg. of sodium I-thyroxine (SYNTHROID) is equivalent to % to 1 gr. desic- 
cated thyroid (opinion expressed by the Council on Pharmacy and Chemistry of the A.M.A.). 


Improved results obtained with desiccated thyroid 


Patients Treated With Thyroid B.P.* and Later With Sodium I-thyroxine (SYNTHROID) 


Sex Thyroid Years of Sodium Weeks of Weight 
Age Dose Treat- Cholesterol P.B.I. |l-Thyroxine Treat- Cholesterol P.B.I. Loss 
(yrs.) (gr.) ment (mg.%) (mcg.%)| Dose(mg.) ment (mg.%) (mecg.%)  (ibs.) 
M 57 1% 4 400 iF 0.15 8 290 4.4 29 
r 2s 2-3 8 260 0.7 0.2 10 200 7.0 11 
F 65 2-4 8 552 2.3 0.2 8 299 4.5 9 
M 67 1-3 5 360 2.4 0.2 6 230 6.0 12 
F 70 3-4 9 600 1.7 0.2 4 340 6.6 a 
F 62 1-3 10 299 1.6 0.1 8 164 3.9 3 
F 59 4 8 420 2.0 0.2 3 215 7.0 5 


Precautions: As with other thyroid preparations, overdose may cause diarrhea or cramps, nervous- 
ness, tremors, tachycardia, insomnia, and continued weight loss. Medication, in such cases, 
should be stopped for 2-6 days, then resumed at a lower level. 


Contraindications: Thyrotoxicosis, acute myocardial infarction. 


For Hypothyroidism, these results strongly indicate SYNTHROID® 
Reference: 2. Macgregor, A. G.: Lancet 1:329-332 (Feb. 11) 1961. *Brit. Pharmacopeia sane ceataa 


FLINT, Eaton & Company / Morton Grove, Illinois 
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when 
he’s" 
ready 
for 


your 


is 
still 


Mother looks for your guidance 


“Cereal is an excellent food to offer the baby who 
has a large appetite early in life and is not satisfied 
with the calories provided by his intake of milk.”* 
When to start and what cereal to choose for baby? 
These are important questions for a mother. Your 
guidance is as important now as when you pre- 
scribed baby’s first formula.. 


~ 


Baby needs your guidance 


For your guidance in meeting baby’s needs, 
PABLUM Cereals are available in five tasteful 
varieties—Rice, Mixed, Oatmeal, Barley and High 
Protein to help with important taste-training and 
feeding patterns. In addition to calories, PABLUM 


cereals... 


BLU 


guidance 


important 


Cereals provide protein, carbohydrate, vitamins, 
and important minerals—especially iron. They are 
formulated especially to help meet the infant’s 
nutritional needs when he graduates to solid foods. 


PABLUM Cereals may be adapted to meet special 
dietary requirements. Because rice is hypoaller- 


genic,?.PABLUM Rice Cereal is well suited to the _ 
allergic infant. PABLUM High Protein Cereal is 


useful when the diet requires added protein. 


When you specify PABLUM, you are sure of safe, 
sound, nutritious cereals for baby’s early years. 


Specified by physicians for nearly 30 years. 
References: (1) Bartram, J. B., in Nelson, W. E.: Textbook of Pedi- 


atries, ed. 7, Philadelphia, W. B. Saunders Company, 1959, p. 128. 
(2) Benson, R. A., and Kimball, F. T.: Arch. Pediat. 64:476, 1947. 


Edward Dalton Co. 
MEAD JOHNSON & COMPANY 


Quality products from nutritional research 
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€@ Wallace Laboratories, 


(earleapredel, Wallace) 
Cranbury, New Jersey 


Put your 
low-back patient 
back on the 


payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
asp eel Get him back to his normal activity— 
ast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
a patient is soon restored to full activity —often 
days instead of weeks. 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.I.D. 
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Engineered 
to perform 
a specific 


function: 


“specifically designed to help control cough 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN® EXPECTORANT is formulated to 


‘provide effective relief of cough associated with — 


colds or allergy. 


The outstanding antitussive action. of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,” 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. —sss« 


BENYLIN EXPECTORANT is a pleasant-tasting, - 


raspberry- flavored syrup...completely ac- 


ceptable to patients of all ages. 
supplied: BENYLIN EXPECTORANT is available 
in 16-ounce and 1-gallon bottles. 


Each fluidounce contains: 80 mg. Benadryl 
Hydrochloride (diphenhydramine hydrochlo- 
ride, Parke-Davis); 12 gr. ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
Origin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—‘e to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable: or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32. Michigan 
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consider 
the convenience 
to pregnant 
women of 
a tablet this size 


RA | \ | NEW FORMULA SUPPLIES 45 MG. 
OF IRON — AT NO EXTRA COST 


Squibb Vitamin-Mineral Prenatal Supplement 


The size of a prenatal vitamin-supplement tablet is important — the nausea and gastric 
distress often associated with pregnancy may make swallowing anything a real problem. 


Hence the small size of the Engran tablet is a great convenience to your pregnant patient, for 
Engran is actually the smallest tablet now available for vitamin-mineral supplementation. 


Yet only one Engran tablet a day will provide these vitamins and minerals to help assure a 
nutritionally perfect pregnancy: vitamin A 5,000 U.S.P. units; vitamin D 500 U.S.P. units; 
vitamin K 0.5 mg.; thiamine 3 mg.; riboflavin 3 mg.; pyridoxine 2 mg.; vitamin B,. 2 mcg.; 
niacinamide 20 mg.; calcium pantothenate 5 mg.; ascorbic acid 75 mg.; calcium 100 mg.; 
iron 45 mg.; iodine 0.15 mg.; copper 1 mg.; magnesium (as the oxide) 6 mg.; zinc 1.5 mg.; 
manganese (as the sulfate) 1 mg. 


For full information see your Squibb Product Reference or Product Brief. 


Engran® is a Squibb Trademark 
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“Homatropine, plus APC) 


| potent parenteral 
analgesics 


| acts in 5-15 minutes a 


relief usually lasts AVERAGE ADULT DOSE 
hours or longer tablet every 6 hours; may 
sleep uninterrupted My, Aico Available 
Dy pain » For greater 
& i flexibility in dosage— 
Each Percodan* Tablet contains ercodan®-Demi: The complete 
4.50 mg. dihydrohydroxycodeino JY) | Percodan formula, but with 
HCI, 0.38 mg. dihydrohydroxy- La i, “ only half the amount of salts of 


may be habit-forming).0.38 mg. and homatropine. 
homatropine terephthalate, | Blank, P., and Boas, H.: Improved 


160 mg. acetophenetidin, and gt al.: The management of postpartum 
pain with dihydrohydroxycodeinone 

32 me: caffeine. : Percodan): Evaluation with codeine and 

Cass, L. J., and Frederick, W. S.; 

\ controlled study in pain relief, M. Times 

dental surgery: Postoperative extension 

of the pain-free state, J. District of 

» 6. Cozen, L.: Office Orthopedics, ed. 2, 

Hadelphia, Lea & Febiger, 1953, pp. 120, 
196, 146, 156, 234. 6. Nicolson, W. F., Jr., fa 
ind Skandalakis, J. E.: Contro! of postopera- am 


placebo, West. J. Surg. 65:04, 1957. 
18168, 1856. 4. Chasko, W. J.: Pain-free | 
Golumbia Dent. Soc. 31:3, No. 5, 1956. | 
tive pain, J.M.A. Georgia 46:471, 1957. 


7. Piper, C. E., and Nicklas, F. W.: Percodan 
for pain in industrial practice, Indust. Med. 


ENDO LABORATORIES ii, 99510, 1954; abstracted, Clin. Med. 3:1008, 1956, 


*U.S. Pats, 2,628, 166 and 2,007,768 | 
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contains everythi 


ng most coughers need 


metane 2 


(Parabromdyl. 


Phenylephrine HC15 mg. and Phenyl pro 


highly approved decongestants. 


added Codeine Phosphate 10 mg./5 ce.( 
when additional cough suppressant acti 


for less frequent, more productive cough... 


Expectorant 


Dimetane Expectorant with Codeine Phosphate A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


DIMETANE 
EXPECTORANT-DC 
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better on Dianabol’ 


Mrs. K. S., 73, complained of severe pain in lower back. Diagnosis: ¢ 

arthritis and osteoporosis. Steroids and analgesics gave only moderate 

elief. Gradual weight loss continued. Dianabol, 10 mg./day, started. i 
week symptomatic improvement had begun.” Patient. gained s 


of well-being. Photograph 


patient felt 


: 
q 


276 


Why arthritic patients 
feel much better on Dianabol 


1. In arthritis, 
Dianabol improves general 
physical condition 


Arthritis, like other chronic illnesses, plunges 
the body into a catabolic state. Protein stores 
are depleted; appetite wanes; weight drops; 
strength and vigor decline. By aiding the dep- 
osition, synthesis and utilization of protein, 
and by conserving calcium, Dianabol pro- 
motes lean weight gain, increases strength and 
vitality, and strengthens bone structure in pa- 
tients with a wide range of chronic diseases. 
Recent studies show that adjunctive use of 
Dianabol may be particularly valuable in pa- 
tients with arthritis to improve over-all clini- 
cal status. Kuzell and Naugler,' for example, 
report that arthritic patients on Dianabol 
“generally have experienced an increase in 
appetite, weight, strength and endurance.” 
Kuzell and Naugler note further: “Unlike 
some other testosterone derivatives, the use 
of this compound [Dianabol] is not followed 
by virilizing phenomena. Fluid retention has 
been no problem.” 


2. In arthritis, 
Dianabol helps restore 
a sense of well-being 


Plagued by pain and reduced mobility, ar- 
thritics often lose hope and become depressed. 
The marked improvement in general health 
usually associated with therapy with Dianabol 
may have a favorable effect in these patients, 
as it has in so many chronically ill individuals. 
As physical status improves, hope is revived 
and a sense of well-being restored. Comment- 
ing on the use of Dianabol in a group of debil- 
itated, cachectic patients, Gingrich? states: 
“The majority of patients experienced in- 
crease in appetite and a feeling of well-being.” 


3. In arthritis, 

Dianabol augments the 
beneficial effects of 
salicylates, corticosteroids, etc. 


Several investigators! have observed im- 
proved therapeutic response after the addition 
of Dianabol to antiarthritis regimens, Kuzell 
and Naugler' state: “In generalized osteo- 
arthritis, symptoms have been less bother- 
some, and in ankylosing spondylitis gain in 
weight and strength has followed the use of 
Dianabol.” Clark,’ reporting on 12 hospi- 
talized patients with rheumatoid arthritis be- 
ing given moderate to large doses of 
corticosteroids with evidence of steroid intox- 
ication, noted that the addition of Dianabol 
promptly decreased joint symptoms but in- 
creased steroid intoxication. However, with 
Dianabol it was possible to reduce corticoster- 
oid dosage considerably, while maintaining 
and even furthering clinical improvement. In 
15 ambulatory patients on small maintenance 
doses of corticosteroids, the addition of 
Dianabol resulted in further clinical improve- 
ment which was continued even when corti- 
costeroid dosage was reduced in some cases.34 


4. In arthritis, 
Dianabol counteracts 
the catabolic effects 
of corticosteroids 


Prolonged use of corticosteroids may result in 
excessive breakdown of protein in all tissues, 
including bone,> as well as undue phosphorus 
and calcium loss. If protein destruction is 
allowed to go unchecked, it may lead to oste- 
oporosis—a condition that has occurred with 
increasing frequency in patients receiving cor- 
ticosteroids for extended periods.’ 

Tillis’ asserts that it is “imperative” to restore 
the protein bone matrix in such patients 
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through the use of an anabolic agent. He stud- 
ied the specific anabolic benefits of Dianabol 
in 50 patients with osteoporosis (34 postmen- 
opausal and 16 corticosteroid-induced), most 
of whom also had rheumatoid arthritis. 
Dianabol relieved bone pain, increased 
strength and vigor, and induced a sense of 
well-being in 41 (82 per cent) of these pa- 
tients. Edema, observed in 8 patients, was 
cleared in 4 by reduction of dosage; the re- 
maining 4 responded promptly to hydrochlor- 
othiazide. Gastric distress was noted in 2 
patients, slight hoarseness in 1 woman, and 
facial acne in 1 woman. Other investigators*° 
have shown that addition of Dianabol to the 
regimens of patients receiving corticosteroids 
improved nitrogen and potassium metabolism 
and reduced phosphorus and calcium losses. 
Reporting on 10 patients taking cortico- 
steroids, most of whom had corticosteroid- 
induced osteoporosis and/or myopathy, 
Abbott? states: “In the patients who showed 
a markedly negative nitrogen balance the 
administration of 10 mg. of Dianabol per day 
greatly reduced the protein deficit. In others 
who were eating well and taking smaller 
amounts of corticosteroids a positive nitro- 
gen balance resulted which increased with 
Dianabol.”’ Abbott notes that creatinuria, 
which occurred on corticosteroids alone, was 
increased by Dianabol, as it is by methyl- 
testosterone and the newer oral methyl- or 
ethyl-testosterone derivatives. However, he 
observes that the “significance of this creatin- 
uria is not known and no ill effects have been 
ascribed to this change.” While the finding 
of elevated serum aldolase levels raised the 
theoretical possibility of potentially deleteri- 
ous effects, Vignos et al® and Abbott? noted 
no androgenic or myopathic effects and no 
liver disorders in patients who took Dianabol 
and corticosteroids for up to 8 months. Kuzell 


REFERENCES: 1. Kuzell, W. C., and Naugler, W. E.: Paper 
presented at the Annual Meeting of the American Rheuma- 
tism Association, Hollywood-By-The-Sea, Florida, June 9-11, 
1960. 2. Gingrich, G. W.: Clinical report to CIBA. 
3. Clark, G. M.: Paper presented at the Seventh Interim 
Session of the American Rheumatism Association, Dallas, 
Texas, Dec. 10, 1960. 4. Clark, G. M., Kaplan, S., Goobar, J., 
and Mills, D.: Arthritis and Rheumatism 4:106 (Feb.) 1961. 
5. Tillis, H. H.: Clin. Med. 8:274 (Feb.) 1961. 6. Lockie, 
L. M.: J.A.M.A. 170:1063 (June 27) 1959. 7. Boland, E. W.: 
J.A.M.A. 150:1281 (Nov. 29) 1952. 8. Vignos, P J., Jr., 
Abbott, W. E., Post, R. S., and Levy, S.: J. Lab. & Clin. 
Med. 56:954 (Dec.) 1960. 9. Abbott, W. E.: Research report 
— 10. Misurale, FR: Minerva med. 51:996 (March 21) 
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and Naugler' state it is their impression that 
Dianabol has checked weight loss following 
prolonged administration of triamcinolone in 
patients with rheumatoid arthritis. They add 
that, with Dianabol, protein patterns have 
migrated toward normal profiles, purpura 
consequent to corticosteroid administration 
has been lessened, and the erythrocyte sedi- 
mentation rate has been diminished. 


advantages of 
Dianabol over other 
anabolic agents as an 
adjunct in the 
treatment of arthritis 


= Dianabol has an exceptionally favorable 
anabolic/androgenic ratio. The anabolic ef- 
fects of Dianabol occur at dosages which 
generally preclude androgenic side reactions. 
In this respect, Dianabol has proved superior 
to 12 other anabolic compounds.'° Laboratory 
evidence also indicates that Dianabol has no 
estrogenic, progestational, or corticoid-like 
activity which might be clinically detrimental. 
= Dianabol is economical. Low in cost, 
Dianabol is especially suitable for arthritic pa- 
tients who usually require long-term therapy. 
= Dianabol is effective orally, Because it is an 
oral preparation, Dianabol spares patients the 
inconvenience and discomfort of parenteral 


low-cost, oral anabolic agent 


an important new ally in 
the treatment of arthritis 


Other indications for Dianabol: 

¢ Underweight, debility and weakness 

+ General physical weakness and cachexia due 
to chronic diseases 

« Retarded convalescence from illness, 
surgery, fractures, wounds, and burns 

For complete information about Dianabol (including 


dosage, cautions, and side effects), see 1961 Physicians 
Desk Reference or write CIBA, Summit, N. J. 


SUPPLIED: Tablets, 5 mg. 
(pink, scored); bottles of 100. po 1B A 
DIANABOL® h d CIBA) UMMIT, NEW JERSEY 


2/2964mB 
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a time to prepare for the 


physiological demands of motherhood 
is in the formative adolescent years. 


Nowadays, the trend to earlier 
marriages makes it even more desirable 
that full calcification of the skeleton 

be achieved at an early age. 

Complete calcification of the bones 

by this age requires an average 
retention of about 400 mg. of calcium 
daily during most of adolescence. 

For girls 13 to 19 years old a calcium 


intake of 1.4 grams per day is 
recommended ... along with 400 I.U. 
of vitamin D. Only with a liberal 

@ consumption of milk and milk 


products ...at least the equivalent 
of 4 glasses daily ... is calcium 
retention likely to reach this objective. 


a The expectant mother should receive 
extra calcium during the second 


a half of pregnancy ... or earlier if her : 
4 dietary history is poor. An allowance 
Be: of 1.5 grams daily is recommended 
...to be followed by a further ( 

increase to 2.0 grams during lactation. 

As three-fourths of the calcium in 

the national food supply comes from 

milk and milk products... low 


consumption of these foods usually 
reduces the calcium below 
recommended allowances. If weight 
control is a problem and certain 
food restrictions are recommended, 


proper food selection must be 

further emphasized . . . to insure 
adequate calcium intake, plus adequate 
protein, vitamin and other nutrient 


consumption. Milk products .. . of a 


wide variety . . . can be utilized with 
ease in weight control programs. 
Milk and other dairy foods stand alone 


in their ability to provide the calcium 
needed by the pregnant and lactating 
Bete mother in a form that is highly 
a palatable, easily digested, and readily 
absorbed . . . and they also provide 
other nutrients which contribute to a 
balanced dietary and buoyant health. 


- The nutritional statements made in this 
advertisement have been reviewed by the 
Council on Foods and Nutrition of the 
American Medical Association and found 
consistent with current authoritative med- 
ical opinion. 


Since 1915 ...promoting health through 


nutrition research and education AVAILABLE ON REQUEST: 


Reprints of wey oad of messages 
on cium 
NATIONAL DAIRY COUNCIL | 
A non-profit organization DIET SHEETS , 
111 NORTH CANAL STREET + CHICAGO 6, ILLINOIS 
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acute conjunctivitis before treatment 


truly soluble—for fast relief of inflammation 


0.1% OPHTHALMIC SOLUTION 


clinical photographs 


@ unexcelled steroid activity * in true 
4 | d ® solution for peak effectiveness... 
maximal contact at the site of the 

@Ca ron lesion * superior patient comfort— 


no irritating particles ®* quick-acting, 
INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation 


of the conjunctiva, cornea, or uveal tract involving the anterior seg- broad antimicrobial activity. 
ment; allergy; blepharitis. 
: id th Additional information is available to physicians on request. 

be employed in the presence NeoDECADRON and DECADRON are trademarks of Merck &Co.,INC. 

intment and solution are available with dexamethasone 21-phos- 
phate alone: DECADRON® Phosphate Ophthalmic Solution and MERCK SHARP & DOHME 
DECADRON Phosphate Ophthalmic Ointment. Division of Merck & Co., INC., West Point, Pa. 


4 days after treatment 


Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


for Pp / 
disorders of the 
menopause C a 


SPACETA BS*® 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 
Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 
tachycardia, 
tremor, sweats 


PARASYMPATHETIC 
LEVEL: 

Bellergal relieves 

nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 
and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 


: } | 

\\ 


Efficacy 


and 


Hconomy 
in 

Sulfa 
Therapy 


e SULFOSE is especially effective in urinary tract 
and upper respiratory infections 


e Bacteria resistant to antibiotics may respond to 
SULFOSE 


e@ SULFOSE causes fewer complications such as 
diarrhea, gastric upset, superinfections 


e SULFOSE permits reserving the antibiotics for 
severe, fulminating infections 


e SULFOSE is economical 


High Tissue and 


Blood Levels 


High blood levels produce anti- SUSPENSION TABLETS 
bacterial activity in deep tissue 


at the focus of infections. ® 
SULFOsE contains three independ- i oO 
ently soluble sulfonamides to 

help protect against crystalluria. ~ Triple Sulfonamides, Wyeth 


(Trisulfapyridimines: Sulfadiazine, Sulfamerazine, 
Sulfamethazine) 


For further information on limitations, administration, 
and prescribing of SULFosE, see descriptive literature or 
cine current Direction Circular. 
TO 


MEDICINE Wyeth Laboratories Philadelphia 1, Pa. 
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umatin 


(paromomycin, Parke-Davis) 


A Welle AMMSIO MIC AMESICIDE 


HUMATIN possesses high antibacterial and antiamebic activities, coupled with a low order of oral 
toxicity.! Because it is effective against many gram-negative pathogens, HUMATIN has proved valuable 
in the treatment of infectious diarrheas and other enteric infections, most of which are caused by bacilli 
of the gram-negative group.?> Characteristic of the favorable response to HUMATIN is a prompt reduc- 
tion in the number of stools per day, a decrease in fever, and rapid alleviation of other symptoms of 
infection.2-5 HUMATIN is also useful in all phases of intestinal amebiasis,'*-!* and has shown promise 
of being useful in the preoperative suppression of intestinal flora,> and in the adjunctive management 
of hepatic coma.!*!° 

HUMATIN is not appreciably absorbed from the gastrointestinal tract and is, therefore, not effective 
against systemic infections. Systemic toxicity has not been a problem. See medical brochure for details 
of administration, precautions, and dosage. 


SUPPLIED: hu matin (paromomycin, Parke-Davis) is available as the sulfate in Kapseals," each containing 
the equivalent of 250 mg. of base, in bottles of 16. 


REFERENCES: (1) Coffey, G. L., et al.: Antibiotics & Chemother. 9:730, 1959, (2) Courtney, K. O.; Thompson, P. E.; 


Hodgkinson, R., & Fitzsimmons, J. R.: Antibiotics Annual 7:304, 1959-1960. (3) Godenne, G. D.: ibid., 310. (4) McMath, 
W. FE T., & Hussain, K. K.: Pub. Health 73:328, 1959. (5) Personal Communications to Department of Clinical Investigation, 
Parke, Davis & Company, 1959. (6) Shafei, A. Z.: Antibiotic Med. & Clin. Therapy 6:275, 1959. (7) Lopez Elias, FE, & Oliver- 
Gonzalez, J.: Antibiotic Med. & Clin. Therapy 6:584, 1959. (8) Carter, C. H.: Antibiotic Med. & Clin. Therapy 6:586, 1959. 
(9) Thompson, P. E., et al.: Antibiotics & Chemother, 9:618, 1959. (10) Dooner, H. P.: Antibiotic Med. & Clin. Therapy 7:486, 
1960. (11) Coles, H. M. T., et al.: Lancer 1:944, 1960. (12) Moffett, H. EF, & Toh, S. H.: 
Antibiotic Med. & Clin. Therapy 7:569, 1960, (13) Fast, B. B.; Wolfe, S.J.;Stormont,J.M., 
& Davidson, C. S.: Arch. Int. Med. 101:467, 1958. (14) Mackie, J. E.; Stormont, J. M.: PARKE-DAVIS 
Hollister, R. M., & Davidson, C. S.: New England J. Med. 259:1151, 1958. (15) Stor- 
mont, J. M.; Mackie, J. E., & Davidson, C. S.: New England J. Med. 259:1145, 1958. PARKE, DAVIS & COMPANY, Detroit 32, Michigan 


In over six years of clinical use... 


Proven 
in more than 750 published 


clinical studies 


Effective 


\ for relief of anxiety and tension 


Outstandingly Safe 


1 simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of “new and different” drugs 


9 does not produce ataxia, stimulate the appetite or 
alter sexual function 


3 no cumulative effects in long-term therapy 


4, does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


5 does not muddle the mind or affect normal behavior 


Miltown 


meprobamate (Wallace) 


WALLACE LABORATORIES / Cranbury, N. J. 


Clinical Sample Offer 


Dept. M-8A, Professional Services Dept. 
Wallace Laboratories, Cranbury, N. J. 


Please send me a clinical supply of: Miltown (400 mg.) Meprospan®-400 
Miltown (200 mg.) Meprospan®-200 


Dr. (please print) 


Street 
City State 


Type of practice 
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WHAT 


For Complete Symptomatic Relief of Colds 


COMPOUND 


TABLETS 
a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratory tract infections, including the common cold 


each Hycomine Tablet contains: 


‘ © antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 
muscle relaxant — bitartrate (warning: may be habit-forming) 
and 1.5 mg. homatropine methylbromide] 
@ antihistaminic — 2 mg. chlorpheniramine maleate 
@ nasal decongestant — 10 mg. phenylephrine hydrochloride 
© analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
e mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit forming. 
Federal law permits oral prescription. 


Literature on request 


ENDO LABORATORIES e Richmond Hill 18, New York 


*U. S. Pat. 2,630,400 
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Lederle— where innovation and improvement in immunizing agents is a tradition 


Lederle immunizing agents reflect the tradition of constant 
research to discover the new and improve the old. A case in 
point: Lederle Smallpox Vaccine is now produced from vac- 
cinia virus cultured in chick embryos—a radical change—for 
the better—from the older calf lymph technique. The result: 
an AVIANIZED® vaccine with lessened danger of excessive 
scarring or secondary infection...a superior vaccine for routine 
use...andfarmore quickly obtainable in quantity to meet a pub- 
lic health emergency...Other Lederle immunologic agents— 


u 
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Antirabies Serum 
Rabies Vaccine 
Botulism Antitoxin 
Catarrhalis Vaccines 
Cholera Vaccine 
Diphtheria-Tetanus Toxoids 
Gas Gangrene Antitoxin Polyvalent 
Influenza Virus Vaccine Polyvalent 
Mumps Vaccine 
Pertussis Vaccine 
Poliomyelitis Immune Globulin 
Rocky Mountain Spotted Fever Vaccine 
Staphylococcus Toxoid 
Tetanus Antitoxin 
Tetanus-Gas Gangrene Antitoxin 
Tetanus Toxoids 
TRI-IMMUNOL* Diphtheria-Tetanus 
Toxoids and Pertussis Vaccine 
» Typhoid-Paratyphoid Vaccine 
Typhus Vaccine 
POLLIGENS® Pollen Antigens Eastern 
POLLIGENS* Pollen Antigens Western 
Mixed Grasses 
Ragweed Combined 
Aliergenic Extract Dust (House) 


Request complete information on indica- 
tions, dosage, precautions and contraindi- 
cations from your Lederle representative 
or write to Medical Advisory Department. 
*Trademark 


EDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York D> 
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Trademarked 
drugs... 


or “drugs 
anonymous’? 


In the field of medicine, as almost everywhere else in a free economy, 
the trademark concept has evolved over the years. As with most 
human institutions, there are some who may not consider it ideal; 
but it has brought about three signal benefits: 
To the physician it gives assurance of quality in the drugs he 
prescribes—assurance backed by the biggest asset of the maker, 
his reputation. 
To the manufacturer it gives one of the greatest possible incen- 
tives to produce new and better curative agents. 
To the pharmacist it gives preparations which he can dispense 
with confidence. 


If trademarks are done away with, a whole new setup must be created: 


1. An enormously expanded, expensive system of government 
quality control. 

2. A new system of generic nomenclature which would magi- 
cally turn out names not only rememberably simple, but also 
conforming to the principles of complex chemical terminology. 
3. Something new to fill the gap left by the elimination of the 
trademark incentive to produce new and better drugs. 


The American system has been pre-eminent in producing and distrib- 
uting good medicines. Above all it has been successful in creating 
new advances in therapy. In a dubious effort to provide cheaper 
medicines by abolishing the trade names upon which the responsible 
makers stake their reputations, let us beware of sacrificing this success. 


This message is brought to you on behalf of the producers of prescription 
drugs to help you answer your patients’ questions on this current medical 
topic. For additional information, please write Pharmaceutical Manufacturers 
Association, 1411 K Street, N. W., Washington 5, D.C. 
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You:can ‘give instruction in the form 
of a:student subscription to GP. 

It helps future physicians gain understanding. 
They grow in.awareness of the challenges 

and satisfactions of general practice. 


YOUNG PEOPLE particularly appreciate GP’s 
brightness, its ease of reading. (Compare ap- 
pearance and legibility, as well as content of 
this copy with any other medical journal.) 

It costs five dollars to send the next 12 
issues to student, intern, resident, fraternity 


or library. Upon receipt of your instructions, 
a folder goes to each recipient telling him of 
your gift. 

You needn’t send any money now; the 
magazine will start immediately and you can 
be billed later. 


MARK AND MAIL THIS COUPON NOW! 
The American Academy of General Practice 


Volker Boulevard at Brookside | 


Kansas City 12, Missouri 


DONOR'S NAME 


Address 


City, zone, state 


CHECK: 
Payment enclosed. Bill me. 
(MAKE CHECK PAYABLE TO GP.) 


GP 


September 1961 


Please send a gift subscription (at five dollars a year) 
and personalized announcement folder to: 


(PLEASE PRINT OR TYPE:) 
Name 

Address 

City, zone, state 


CHECK ONE: 
student intern resident library fraternity 


Name 
Address 
City, zone, state 


CHECK ONE: 
student intern resident library fraternity O 
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QUESTIONS 


OCCASIONALLY YOU ENCOUNTER 

a particularly thorny case... one that defies 
diagnosis or treatment. Next time one arises, 
send the data on it to GP’s medical editor, 

He passes it on to an authority in the proper 
field for consideration. Then the query and 
the probable solutions may appear in GP’s 
regular department, “Information Please.” 
Whether or not the case actually appears 

in print, your confidence is respected 

and your anonymity preserved. 

Send your question, 

marked “Information Please,” to: 

GP Editorial Department 

Volker Boulevard at Brookside 

Kansas City 12, Missouri 


Ants in the Printers’ Plants 


MIss BuTTRICK, 23, a friend of the driver, was treated 
at the hospital for injuries to her heap and hand, 
police reported.—Shawano (Wash.) Weekly Echo. 


Heaps hurt heaps! 


THE American Heart Association today stepped offi- 
cially into the controversy over fats in fools.— 
Lexington (Ky.) Herald-Leader. 


This is controversial? 


THE program was given by Mrs. William Elmer 
who presented a lesson on “Hot Beds” and “Cold 
Frames” which was very interesting.—Gunnison 
(Colo.) News Champion. 


Doubtless! 


THE LARGE ROOM at the Community hospital (Doug- 
las, Mich.) known as the “Lower Level’’ is getting 
a covering of those large linoleum tiles, but the big 
change is a beautiful mural (12 feet wide) painted 
by Artist Fred Stearns as a gift from him and Mrs. 
Stearns. The scene colorfully portrays the four sea- 
sons. The “Lower Level’ is where meetings are hell. 
—Saugatuck (Mich.) Commercial Record. 


All meetings are hell. 


OUR MAYOR needs your cooperation. This is an emer- 
gency. Use the bus. Save your clutch and rear end.— 
New Bedford (Mass.) Standard-Times. 


Just by using the bus? 
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Fostex treats 
pimples-blackheads-acne 
while they wash 


degreases the skin 
helps remove blackheads 
dries and peels the skin 


Patients like Fostex because it’s so 
easy to use. Instead of using soap, 
they simply wash acne skin with 
Fostex Cream or Fostex Cake 2 to 4 
times daily. 


Fostex contains: Sebulytic® base (unique, penetrating, surface- 
active combination of soapless cleansers and wetting agents*) 
with remarkable antiseborrheic, keratolytic and antibacterial actions 
... enhanced by micropulverized sulfur 2%, salicylic acid 2% and 
hexachlorophene 1%. 


Fostex Cream and Fostex Cake are interchangeable for thera- 
peutic washing of the skin. Fostex Cream is approximately twice 
as drying as Fostex Cake. Supplied: Fostex Cake—bar form. 
Fostex Cream—4.5 oz. jars. Also used as a therapeutic shampoo 
in dandruff and oily scalp. 


And ... since continuous 24-hour drying and peeling 
of acne skin is essential, FOSTRIL (a new, flesh-tinted 
drying lotion) should be used once or twice daily in addi- 
tion to Fostex therapeutic washings. Fostril® contains 
Liposec® (polyoxyethylene lauryl ether), a new, surface- 
active drying agent used for the first time in acne treat- 
ment. This agent, with 2% micropulverized sulfur and a 
zinc oxide, talc and bentonite base, provides Fostril with 
excellent drying properties. Fostril also contains 1% hexa- 
chlorophene. 


Available: Fostril, 114 oz. tubes. 
Fostril-HC (4% hydrocortisone) 25 gm. tubes. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 
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W henever efficient, 


non-narcotic, relief from 
pain is needed... 


An effective analgesic for the relief of 
pain associated with neuralgias, dysmenorrhea, 
upper respiratory distress, and postsurgical 
conditions . . . 


SUPAC-B®... 


. . .is an effective analgesic compound 
that provides the mon-narcotic action of 
n-acetyl-p-aminophenol, the effectiveness of 
aspirin, the mild stimulation of caffeine and 
the dual buffering action of calcium gluconate 
and aluminum hydroxide to minimize gas- 
tric irritation. 

Relief of pain is usually accomplished 
within 30 minutes without danger of nar- 
cotic addiction. 


SUPPLIED: Bottles of 36 and 100. 
EACH TABLET CONTAINS: 
N-Acetyl-p-Aminophenol 

Aspirin 


Aluminum Hydroxide (dried gel) . . 
Calcium Gluconate 


DOSAGE: 

Adults: one or two tablets. May be repeated in 
3 or 4 hours. Do not exceed 4 tablets at a single 
dose or 16 tablets in a 24 hour period. 

Children: 6 to 12 years of age, 1/2 the adult 
dose. 3 to 6 years of age, 1/5 the adult dose. 


PRECAUTIONS: 
Do not give to children under 3 years of age 
except as directed by a physician. 


COMPLETE LITERATURE AND SAMPLES ON REQUEST. 
| WEission 
Pharmacal Co. 
SAN ANTONIO 6, TEXAS 
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UPAC-B° 
= 
160 mg 
| 
60 mg 


Melt — 


This miniaturized EMG with 
Jeudspeaker output detects 
_diinically invisible 

action potentials, 

_keeps patient exercising 

“Fight niuscle, speeds 
‘rehabilitation alt minimum 

‘cost. Easily carried by 

‘shoulder strap or belt. 

Write Dept. G for literature 
tod prices. 


A Division ‘of Crescent : 
5440 NORTH PECK ROAD © EL MONTE *° CALIFORNIA 


ania 


R|A;L/S 


GENERAL PRACTITIONERS and specialists alike endorse thecon- 
sultation form designed by members of the San Diego, California 
Chapter of the AAGP. The form, printed on 8-1/2” by 11” 
sheets, is to be filled out and sent to the consultant at the time 
the patient is initially referred. 


You can obtain a supply of the con- 
sultation forms at cost—$1 per pad 


Part of the chart provides your consultant with a concise rec- ot 100 forme—trom the headquarters 

ord of the case. The rest gives you space to suggest disposition office: American Academy of Gen- ; 
: eral Practice, Volker Boulevard at : 

of the case and to outline your own future role. Brookside, Kansas City 12, Missouri. ° 
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The Newest 

Most Brilliant Departure 
From The “Ordinary” in 
Professional Furniture 


Aloe 


Strikingly beautiful Vinyl permanently 
laminated to indestructible steel . . . functioning 
with an efficiency unknown in professional 
furniture until now .. . wider, more spaciously 
body-contoured treatment tables uniquely 
mechanized to raise or lower with ‘‘self- 
assisting’’ ease... vise-grip stirrup 
positioning locking at any height, length and 
spread... high impact, sound deadening 
Polystyrene drawers to open quietly, smoothly 
... revealing coved bottoms to inhibit dust 
... are but a few of the many features designed 
to lessen the fatigue of a modern practice. 


Auxiliary pieces, cabinets and tables now on 
order in eight striking combinations of 
color and finish. 


: A. S. Aloe Company—A Brunswick Division 
: 1831 Olive St., St. Louis 3, Mo. 


: Send your new 2nd Century Brochure illustrated in : 
: full color. : 
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in psoriasis 


widely prescribed 
Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”’ In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“,..every patient manifested 

some favorable response.” 


1. Welsh, A. L.: Report, Conf on the Manag 
of Chronic Der University of Cinci i 
College of Medicine, Cincinnati, Ohio, N ber 4-5, 1959. 


Available: Aiphosy! Lotion in 8 oz. bottles. 


REED & CARNRICK | Kenilworth, New Jersey 


UTE SHAN 


allantoin/hexachlorophene/specia! coal tar extract 


CREAM AND SHAMPOO 
CLEARS SCALP SEBORRHEAS 
FROM CRADLE CAP TO DANDRUFF 
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Index to Products 


BOOKS 

180 
DIETARY 


Baby Food (Heinz)..... 230 


BiB Juices (Edward 


Carnalac (Carnation)... 48 
Enfamil (Mead 


76 
Instant Milk 

(Carnation)......... 202 
Mazola (Corn Products) 36 
Melozets (Merck)...... 232 
Metrecal (Edward 

158 


Modified Milk (Baker).. 68 


Pablum (Edward 
269 


Similac (Ross)......... 12 
S-M-A (Wyeth)........ 26 
EQUIPMENT 
Bovie (Ritter)......... 240 
Cardi-O-Mite 
(Beck-Lee).......... 228 
ECG (Sanborn)........ 148 
Patrician (General 
Professional Furniture 
291 
Ultrasonic (Burdick)... .225 
INSTITUTIONAL 
Cereal Institute........ 224 


Mead Johnson 
Laboratories. ...opp. 188 


National Dairy Council.278 
Pharmaceutical Mfrs. 


MISCELLANEOUS 


Cord Clamp/Plastibell 
152 


Curity Rib Nipple 
8 
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Gypsona (Kendall)..... 250 


Lumbosacral Supports 


Mono-Vace (Lincoln). . .196 
Posturepedic (Sealy)... .160 


T.E.D. Stockings 
154 


PHARMACEUTICALS 


Alphosyl/Sebical /K well 
(Reed & Carnrick). . .291 


Analexin 400 (Irwin, 


236 
Analgesics 

(Wyeth)........ opp. 240 
Antibiotics 

(Wyeth)........ opp. 202 
Aramine (Merck Sharp 

248 
Aristocort (Lederle)... .264 
Artane (Lederle)....... 4 
Ataraxoid (Pfizer)...... 222 
Azo-Gantrisin 

(Roche)....... 8rd Cover 
Bamadex Sequels 

74 


Bellergal (Sandoz)...... 280 


Benadryl (Parke, 


Benylin (Parke, Davis) .271 
Bioflavonoids (Sunkist) . 172 


Biphetamine/Ionamin 
(Strasenburgh)....... 56 

Capla (Wallace)....opp. 48 

Carbamine (Key)...... 174 


Celestone (Schering).... 60 
Chymoral (Armour).... 47 
Coryz (Marion)........ 210 
Coumadin (Endo)...... 30 
Cyclamycin (Wyeth). . .205 


Cyclex (Merck Sharp & 
32 


Declomycin (Lederle). ..186 
Delenar (Schering)... .. 162 
Depo-Medrol (Upjohn) . 197 
Deprol (Wallace)....... 260 


Dianabol (Ciba)....... 275 
Dimetane (Robins)..53, 274 
Diuril (Merck Sharp & 


Donnatal (Robins)..... 201 
Dorbane (Riker)....... 64 
Elixophyllin (Sherman) . 156 
Engran (Squibb)....... 272 
Enovid (Searle)........ 1 


Equagesic (Wyeth). .63, 243 


Equanitrate (Wyeth)... 46 . 


Ferrolip (Flint, Eaton).. 62 


Fostex-Fostril 

(Westwood)......... 289 
Fulvicin (Schering)... .. 259 
Geroniazol TT 


(Philips Roxane)... .. 220 
Humatin (Parke, 


Hycomine Compound 

Tlopan-Choline 

(Warren-Teed)....... li 
Immunologic Agents 

285 
Ismelin (Ciba)......... 58 
Kolantyl (Merrell). .... 24 
Koro-Flex (Holland- 

168 
Lanoxin Digoxin 

(Burroughs 

Wellcome).......... 216 
Lotusate (Winthrop). . .178 
Marax (Roerig)........ 198 
Medrol (Upjohn)....... 67 
Mellaril (Sandoz)...... 54 
Meperidine Tubex 

245 
Mephyton (Merck Sharp 

Midicel (Parke, Davis) . .199 
Milpath (Wallace)..... 6 


Milprem (Wallace)..... 182 
Miltown (Wallace)..... 283 
Mylicon (Stuart)....... 65 
Natabec (Parke, Davis) .166 
Natalins (Mead 


42 
Neo-Decadron Ophthalmic 

(Merck Sharp & 


Neopan (U.S. Vitamin) . 231 


Niamid (Pfizer)........ 238 
Novahistine (Pitman- 


NTZ (Winthrop)....... 66 
Orinase (Upjohn)...... 170 


Parafon Forte (McNeil).266 
Pen Vee K (Wyeth)... .206 


Percodan (Endo)....... 273 

Phenergan Expectorant 

PMB (Agerst).. 146 


Povan (Parke, Davis)... 34 
Pramilets (Abbott)... .. 252 
Premarin Vaginal 


Cream (Ayerst)...... 262 
Ramses (Schmid). ..... 214 
Riasol (Shield)......... 218 
Riopan (Ayerst)....... 72 
Ser-Ap-Es (Ciba)...... 184 
Soma (Wallace)........ 270 
Soma Compound 


Somacort (Wallace)... .150 
Spartase (Wyeth)...opp. 68 
Sterosan-Hydrocortisone 


Stuartinic (Stuart)..... 144 
Sulfose (Wyeth)....... 281 
Sultrin (Ortho)........ 38 


Supac-B (Mission)..... 289 
Sustagen (Mead 


188 
Synthroid (Flint, 

268 
Tacaryl (Mead 

Johnson)...... 4th Cover 


Tempotriad (Smith, 
Miller & Patch)...... 226 


Tenuate 
(Merrell)...... 2nd Cover 


Terramycin Syrup 


Tussionex 
(Strasenburgh)....... 44 


Vaginal Foam (Emko).. 28 


Vasodilan (Mead 
195 


V-Cillin K (Lilly)...... 45 
Veriderm (Upjohn)..14, 247 
Vi-Sol (Mead 


256 
Zactirin (Wyeth)....... 244 
Zentron (Lilly)........ 78 


Volume XXIV, Number 3 GP 


Diabinese (Pfizer)... ...254 
(Meditron)..........290 
| 
( 


Index to Advertisers 


Armour Pharmaceutical Co. 47 
Ayerst Laboratories. ..72, 146, 


262 
The Baker Laboratories... 68 
Beck-Lee Corp........... 228 
The Burdick Corp........ 225 
Burroughs Wellcome & Co., 
S. H. Camp & Co......... 246 
Carnation Co......... 48, 202 


Cereal Institute, Inc...... 224 


Ciba Pharmaceutical 
Products, Inc.. .58, 184, 275 


Corn Products Co......... 36 
Edward Dalton 

28 


Endo Laboratories.30, 273, 284 
Flint, Eaton & Co... . .62, 268 
Geigy Pharmaceuticals... .234 


General Electric Co....... 212 
Holland-Rantos Co., Inc...168 
Irwin, Neisler & Co....... 236 


The Kendall Co... .8, 154, 250 
Key Pharmaceuticals, Inc..174 


Lederle Laboratories 
4, 74, 186, 264, 285 


MeNéeil Laboratories, Inc. .266 
Marion Laboratories, Inc. .210 


Mead Johnson Laboratories 
42, 76, 188, 256, 4th Cover 


The Meditron Co......... 290 
Merck & Co., Inc......... 232 


Merck Sharp & Dohme 
16, 32, 248, 279, 294 


The Wm. S. Merrell 
RO 2nd Cover, 24 


Mission Pharmacal Co... ..289 
The C. V. Mosby Co...... 183 
National Dairy Council. . .278 


GP September 1961 


Ortho Pharmaceutical 


Parke, Davis & Co.. .18, 34, 
166, 199, 271, 282 


Pfizer Laboratories. .opp. 38, 


222, 238, 254 
Pharmaceutical Mfrs. 

Philips Roxane, Inc....... 220 
Pitman-Moore Co......... 200 
Reed & Carnrick......... 291 
Riker Laboratories, Inc.... 64 
A. H. Robins Co., Inc.. . 53, 

201, 274 
Roche Laboratories . 3rd Cover 
J. B. Roerig & Co......... 198 
Ross Laboratories........ 12 
Sandoz Pharmaceuticals 
54, 280 
W. B. Saunders Co........ 180 
Schering Corp... ..60, 162, 259 
Julius Schmid, Inc........ 214 
G. D. Searle & Co........ 1 
Sherman Laboratories... . . 156 
Shield Laboratories. ...... 218 
Smith, Miller & 


E. R. Squibb & Sons...... 272 
R. J. Strasenburgh Co...44, 56 
The Stuart Co........ 65, 144 


The Upjohn Co... . .14, 67, 
170, 197, 247 


U. S. Vitamin & 
Pharmaceutical Corp... .231 


Wallace Laboratories... .6, 
opp. 48, 150, 176, 182, 260, 


270, 283 
The Warren-Teed 
Ce... 11 
Westwood 
Pharmaceuticals........ 289 
Winthrop 
Laboratories........ 66, 178 


Wyeth Laboratories. .26, 46, 
638, opp. 68, opp. 202, opp. 
240, 258, 281 


Bibliographies 

FOR YOUR CONVENIENCE 

IN REQUESTING BIBLIOGRAPHIES 
OF SCIENTIFIC ARTICLES 
APPEARING IN 


GP 


USE THIS COUPON 


GP Magazine 
Editorial Department 


The American Academy of General Practice 


Volker Bovlevard at Brookside 
Kansas City 12, Missouri 


Please send me the bibliographies of the scientific 
articles listed below: 


Please print clearly: 


Title 


Author. 


Title 


Issue. 


Author. 


Issue 


Title 


Author 


Issue 


Title. 


Author 


Title 


Issue 


Author 


Issue 


Title 


Author. 


Issue 


Please print clearly: 


Name 


Address 


City and State 


' 
! 
Abbott Laboratories......252 | 
! 
! 
! 
! 
! 
! 
! 
1 
| 
! 
! 
| 
! 
! 
! 
Eli Lilly & Co..........45, 78 
! 
! 
! 
! 
! 
293 


HYPERTENSION 


PHYSICIANS PRESCRIBE 


| 


more often than any other diuretic 


‘Since the chlorothiazide compares well 
” in effectiveness with other hypotensive 
drugs, it is our practice to initiate therapy 
with chlorothiazide alone in all patients 
with normal renal function. Inthe absence 
- of signs indicating urgency in the reduc- 
e tion of pressure we find it advisable to 
“«« Continue such treatment for one or two 


months.” 


Conway, J., and Lauwers, P.: Circulation 21:21, 
January, 1960. 

Supplied: 250-mg. and 500-mg. scored tablets 
DIURIL chlorothiazide in bottles of 100 and 1000. 
Before prescribing or administering DIURIL, the 
physician should consult the detailed information on 
use accompanying the package or available on re- 
quest. DIURIL is a trademark of Merck & Co., INC. 


SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 
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EFFECTIVE MANAGEMENT OF HYPERTENSION BEGINS Ni WITH DIURIL 
if 


Stop the pain in minutes 


When the infection is accompanied by 
pain, burning or frequency, phenylazo- 
diamino-pyridine HCI, the local analgesic 
component, soothes the inflamed urinary 
mucous membranes. Relief usually comes 
within a half hour after administration. 


in acute Wurinary tract infections 


Control urinary pathogens 


Gantrisin proves effective in most bacterial infections of the 
genitourinary tract, whether carried by the blood stream or 
urine. Safety is assured through high solubility. 


Gantrisin—“The Quality of Greatness” 


~ 


Composition: Each tablet contains 500 mg of Gantrisin plus 50 mg of 
phenylazo-diamino-pyridine HCI. Usual Adult Dosage: 2 tablets, 4 times 
daily. Warning: The usual precautions in sulfonamide therapy should be 
observed. If toxic reactions or blood dyscrasias occur, discontinue admin- 
istration of the drug. Because Azo Gantrisin contains phenylazo-diamino- 
pyridine hydrochloride, it is contraindicated in glomerular nephritis, severe 
hepatitis and uremia. In such cases, Gantrisin should be used alone. 
GANTRISIN®—brand of sulfisoxazole 


- 
| ROCHE 
LABORATORIES - Division of Hoffmann-La Roche Inc. : 


METHDILAZINE, MEAD JOHNSON 


prolonged antiallergic / antipruritic action 


in unique, pleasant-tasting chewable form 


chewable tablets 


EFFECTIVENESS OF TACARYL HYDROCHLORIDE IN ALLERGIC RHINITIS—DOUBLE-BLIND STUDY OF 56 CHILDREN * 


4 mg. Tacaryl POOR 
Hydrochlor. ide b.i.d. patients patients patients 
EXCELLENT GOOD POOR 
Placebo 10 5 41 
patients patients patients 


*Adapted from Crawford, L. V., and Grogan, F. T. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjust- 
ment of dose or interval may be desirable for some patients. 
side effects: Drowsiness has been observed in a small per- 
centage of patients. Dizziness, nausea, headache, and dryness 
of mucous membranes have been reported infrequently. 

contraindications: There are no known contraindications. 
cautions: If drowsiness occurs after administration of 
Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the pa- 
tient should not drive a motor vehicle or operate dangerous 
machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydro- 
chloride may display potentiating properties, they should be 
used with caution in patients receiving alcohol, analgesics, or 


sedatives (particularly barbiturates). Because of reports that 
phenothiazine derivatives occasionally cause side reactions 
such as agranulocytosis, jaundice, and orthostatic hypoten- 
sion, the physician should be alert to their possible occur- 
rence—though no such reactions have been observed with 
‘Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 
supplied: Pink tablets, 3.6 mg., bottles of 100. Also, pleasant- 
tasting ‘Tacaryl Hydrochloride Syrup, 4 mg. per 5 cc. tea- 
spoonful, bottles of 16 oz. 


references: (1) Clinical Research Division, Mead Johnson & Com- 
pany. (2) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. 
Mayo Clin. 35:161-169 (March 30) 1960. (3) Crawford, L. V., and 
Grogan, F. T.: J. Tennessee M. A, 53:307-310 (July) 1960. 60261 
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Laboratories 


Symbol of service in medicine 


Y 


